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ARTICLES 


WHAT WOULD YOU DO IF YOU HAD A PEPTIC ULCER?* 


BY REGINALD FITZ, M.D. 


INTRODUCTION 


HE treatment of peptic ulcer is a subject 
which has recently received a great deal of 
publicity. At a medical meeting not long ago, 
one of our eminent surgeons prefaced his re- 
marks by saying: ‘‘After listening to these 
papers and this discussion, I wonder what would 
be the state of mind of an inexperienced young 
physician seeking light as to the proper plan of 
handling gastric and duodenal ulcers. I do not 
know of any situation in surgery which seems so 
completely mixed up as is the question of gastric 
and duodenal ulcer.’’ 


Certainly the problem of the best treatment 
of these cases is at present unsettled. One hears 
surgery recommended, and listens to warm sup- 
porters of operative procedures like pyloro- 
plasty, gastro-enterostomy or even sub-total 
resection of the stomach; on the other hand are 
the advocates of medicine who emphasize the 
hazards and failures of surgery, who sing the 
praises of medical therapy and describe drugs 
and diets which seem to cure many cases. On 
last analysis, therefore, in advising patients with 
these disorders, any skeptical-minded physician 
seems driven to rely upon his own experience. 
The literature on the subject and other people’s 
ideas are so diverse as to be of but little help. 


During the past four years, a great many pa- 
tients with gastric or duodenal ulcer have come 
to the Peter Bent Brigham Hospital. I have 
had the opportunity to observe thirty-three of 
these cases at some stage in their careers, to take 
their histories, to direct their immediate treat- 
ment and to follow them up at later intervals. 
I have tried to analyze this experience in order 
to show how interesting are the medical problems 
brought up by such eases and, especially, how 
the careful clinical study of even a small group 
may give one fairly clear-cut ideas in regard to 
their appropriate management. 


CLINICAL MATERIAL 


The cases under consideration consist of 
twenty-two male and eleven female patients. 


*From the Medical Clinic of the Peter Bent Brigham Hospital. 
Presented before the Essex North Medical Society, at Haverhill, 
Massachusetts, on January 4, 1928. 

tFor record and address of author see ‘‘This Week’s Issue,” 
Page 592. 





Each of the men and ten of the women had 
duodenal ulcer; one of the women had gastri¢ 
ulcer. The diagnosis was established by radio- 
logical evidence or operative findings. The cases 
fell into two definite groups. Eighteen illustrate 
the effect of fairly long-continued medical treat- 
ment carried out according to a definite policy ; 
fifteen show the result of various operations. 


THE MEDICAL MANAGEMENT OF PEPTIC ULCER 


The medical management of uncomplicated 


‘peptic ulcer in America today varies consider- 


ably in different localities but in general is of 
two kinds. A case may be advised a period of 
hospitalization for three or four weeks, during’ 
which time he is given a diet largely of milk and 
cream and eventually a soft-solid diet. During 
the time of strict supervision, the gastric acidity 
is systematically neutralized by various alkalies. 
and the effects of any pyloric spasm is overcome 
by frequent gastric lavage. After the period of 
hospitalization, the patient is encouraged to con- 
tinue for a long time with small and frequent 
feedings, alkalies, and may even be taught how 
to wash his own stomach. The immediate effect 
of such treatment is almost always very bene- 
ficial. 

On the other hand, a great many cases get 
along fully as well on less drastic measures. A 
simple, easily digested diet, taken at home, with 
or without alkalies, often proves very helpfui. 
Surprisingly good results ean thus be obtained. 

My eases receiving medical management were 
not so interesting from the point of view of the 
technical details of their treatment as they were 
in other respects. 

There appeared to be a very distinct difference 
between men and women in their reaction to 
peptic ulcer. None of the women showed any 
tendency to hemorrhage, while this complication 
was not at all uncommon in the men. Most of 
the women received immediate benefit from diet- 
ing and became symptom-free with great 
promptness. They found it easier to continue 
on a strict regular diet than did the men, made 
better patients, and were far less rebellious. 

The psychic factor was very apparent in both 
sexes. One woman was symptom-free except 
when she quarreled with her husband. This, 
unfortunately, was a not uncommon occurrence. 
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Another, a professional public speaker, had 
prostrating symptoms whenever she developed 
stage-fright at addressing an audience. Business 
worries induced symptoms quite regularly in 
both sexes. 

The effect of fatigue was very noticeable in all 
eases. A man got along comfortably with diet 
until he began to work for long hours in a high 
temperature room. Then he had a hemorrhage. 
An overworked school mistress was sent to the 
country for a month and, by leading the simple 
life out-of-doors, gained ten pounds and re- 
mained symptom-free for two years. The more 
carefully the history was taken from the fatigue 
point of view, the more apparent was the im- 
portance of this factor. 

The psychological reaction of the cases toward 
their diseases was most instructive. Ulcer-hear- 
ing patients are great medical shoppers: they 
trade around from doctor to doctor and follow 
medical quotations with the same enthusiasm 
and vim that a broker follows the stock market. 
Most of the eases in my group had passed from 
the hands of their family doctor to one of the 
gastro-enterologists and thence by various stages 
to the Peter Bent Brigham Hospital. Several, 
I know, passed, thence, back again through vari- 
ous stomach specialists or other hospitals to their 
original family physicians. One patient is firmly 
eonvineed that after having tried every other 
medical treatment, she was finally cured by an 
osteopath. Another went to Germany and, 
after the effect of a six weeks’ rest in a sani- 
tarium wore off, returned to our eclinie for a brief 
period and, when last heard from, was trying 
assiduously some sort of a vegetable cure. 

People with ulcers can searcely be blamed for 
acquiring a peculiar mental attitude toward 
their illness. In the first place, the disease is 
notoriously chronic and tends to spontaneous 
remissions which may last for long periods of 
time. <A patient goes to Dr. A. and obtains re- 
lief for several months. He has a return of 
symptoms, becomes discouraged and goes to 
someone else. And so it goes. 

Another reason why such patients consult a 
succession of doctors is because the diagnosis of 
ulcer is not always easy. Physicians, as a rule, 
tend to lay too much stress upon the infallibility 
of the X-ray. Perfect X-ray machines can be 
readily obtained, but perfect roentgenologists 
are rare. Several ulcers in this group had been 
overlooked by very admirable clinicians because 
the X-ray report was negative, and their bearers 
were treated for ‘‘nervous indigestion’’. The 
symptoms continued, the patients became dis- 
couraged and tried other doctors. 

The history is of paramount importance and 
cannot be taken in a few minutes. The ulcer 


ease should give a history of indigestion charac- 
terized by hunger-pain, relieved by food or al- 
kali, lasting for a long interval of time and with 
spontaneous periods of freedom from discomfort. 
The immediate attack should be much the same 















day in and day out. The patient breakfasts ang 
goes to work. ‘Two or three hours later, he de. 
velops a gnawing pain in the pit of the stomag, 
above the umbilicus, which he learns to relieye 
by soda or a little lunch. He comes home thoy. 
oughly tired and cross and goes to bed, often tp 
wake up at two or three in the morning with the 
same gnawing pain. At this time he may haye 
a little nausea. He may regurgitate a little aig 
which puts his teeth on edge; or he may vomit a 
considerable quantity of acid-tasting material 
containing food remnants. Vomiting often gives 
so much relief that some of the cases acquire the 
habit of inducing it. Chronicity, periodicity, 
and food and alkali relief are the three cardinal 
symptoms. 

During an attack of ulcer activity, there js 
often but little loss of weight, unless true pyloric 
obstruction develops. The bowels become con. 
stipated and irregular. The patient’s whole life 
becomes demoralized. 

Gastric analysis is almost as important a diag. 
nostic measure as is a good history. Yet very 
few doctors do routine gastric analvses on their 
patients with ‘‘indigestion’’. An active peptic 
ulcer often has an associated hyperacidity. Cer. 
tain stomachs will allow the passage of barium 
when they will not allow the passage of ordinary 
food. Since pyloric spasm occurs frequently, 
and produces more or less food retention, it 
should be recognized. 


Finally, of course, and fortunately. the X-ray 
picks up the great majority of cases. The in- 
portant information is obtained by fluoroscopic 
examination rather than by the film. It is to 
be remembered, however, that no roentgenologist 
is infallible. Given a case with a typical his- 
tory, with hyperacidity and gastric stasis as 
demonstrated by gastric analysis, and _ the 
chances are that the patient has an ulcer irre 
spective of the X-ray report. 

I have tried to group the cases treated by diet 
chronologically, and thus to obtain a fair idea 
of what the results so far have been. It is per- 
haps worth mentioning that only two cases were 
hospitalized, the others being given written 
dietetic instructions and treated in their homes. 
Alkali was used freely. Great stress was laid 
upon the importance of rest periods each day, 
simple living, regular exercise and the avoidance 
of worry. 

The patients ranged in age from twenty-eight 
years to seventy-five, included twelve men and 
six women: one case had marked barium obstruc- 
tion and two others moderate obstruction; the 
duration of symptoms ranged from twenty 
years or more to a few months. 

The most interesting fact brought out in the 
table is that all except one of the patients have 
remained entirely satisfied with medical treat- 
ment. There may have been no striking cures, 
but on the other hand, there have certainly been 
no fatalities. The more recent cases count for 
tittte-as the majority of ulcer cases, apparently, 
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Figure l. 

















































Onset of symptoms Date of 
before beginning lst exam- Date of 


en to No. Age Sex Diagnosis treatment ination last note Remarks 
h the 1. 75 %M Duodenal 16 years 1912 15 years No significant symptoms for 15 years. 
have Ulcer later Has gained about 60 pounds. 
acid  ¢ 2. 53 M Duodenal Approximately 1923 4 years “I feel fine and have not dieted 
mit a Ulcer 7 years later for about a year.” 
terial 3. 39 M Duodenal "Always had a weak 1923 4 years No symptoms. Has gained 15 pounds. 
° Ulcer stomach.” Onset of later Feels well. 
21Veg 25% symptoms undeter- 
@ the Residue mined. 
icity 4. 38 F Duodenal "Never had a 1924 34 years “Stomach behaves itself beautifully. 
i Ulcer strong stomach." later I am stronger than I have been 
linal Onset of symptoms in years." 
undetermined. 
rej 5. 54 M Duodenal Approximately 1924 34 years “Feeling better than I have for years, 
€ is Ulcer 12 years later and have no indigestion." 
lorie Has gained 7 pounds. 
con- 6. 48 M _ Duodenal Approximately 1924 34 years Well so long as he does not grossly 
life Ulcer 6 years later over-eat. Has gained 6 pounds. 
* 7. 45 M Duodenal Approximately 1925 3 years “Never felt better in my life. Take 
: Ulcer 20 years later no medicine. Have a good appetite 
liag. and no indigestion." ‘ 
very 8. 46 F Duodenal Approximately 1926 2 years Still mst diet carefully. 
h 4 Ulcer 18 years later Has gained 8 pounds. 
ptic Residue 
Cer- 9. 34 F Duodenal Approximately 1926 14 years Well so long as she does not grossly 
ium Ulcer 2 years later over-eat. Has gained 6 pounds. 
ary 
tly, 
» It > Received a period of hospital treatment. 
ray Figure 1 continued. 
1m- 
pi 
7% Onset of symptoms Date of 
to before beginning lat exam- Date of 


rist Noe Age Sex Diagnosis treatment ination last note Remarks M 
‘ 


Lis- 10. 74 $\%M Duodenal Approximately 1926 14 years Has no indigestion. 
as Ulcer 1 year later { 
10% i 

the Residue 
Te- 1l. 70 M _ Duodenal Approximately 1926 14 years "Feeling perfectly well.” 

Ulcer ll years later Has gained 20 pounds. 
. Large 
let Residue 
ea 12. 32 MM Duodenal "For a long time." 1926 1 year "Slightly improved." 
er Ulcer Onset of symptoms later Has gained 4 pounds. 
re undetermined. 
en 13. 39 F Duodenal Approximately 1927 1 year Has no indigestion. Takes no ih 
ag Ulcer. 10 years later medicine. Has gained 15 pounds. / 
id 14. 47 M Duodenal Approximately 1927 9 months Unimproved. 
y Ulcer 1 year later Has lost 11 pounds. 
~) 
ce 15. 28 F MQuodenal Approximately 1927 3 months Much improved. 

" Ulcer 2 years later 

ht 16. 52 F Duodenal Approximately 1927 3 months Much improved. 
d Ulcer 9 years later Has gained 10 pounds. 
l + 
@- 17. 32 %M Duodenal Approximately 1927 3 months’ ikiuch improved. 

Ulcer 3 years later 
1€ 
, 18. 57 M Duodenal "For a long time." 1927 2 months iiuch improved. Has recovered 
y Ulcer Onset of symptoms later from recent hemorrhage. 

undetermined. 
le RESULTS OF MEDICAL TREATMENT IN PEPTIC ULCER. 
e = . : e 
‘ will receive marked temporary benefit from al-; The patient, a man, is now seventy-five years old 
and as can be seen, is a hale and hearty specimen. 


— gee f a ~ —— A little over twenty-five years ago, when he was 
Inges the habits of living. In the eight cases} \o-;King very hard in business, he went through a 
which have been followed for two years or more long period of “nervous indigestion”, gradually ac- 
the results have been uniformly very good. companied by loss in weight from 172 to 119 pounds, 
Case 1 is especially important as having been | and finally culminating in a large vomiting of blood. a. 
followed for the longest period of time. He consulted my father in 1912, who told him that ( 


el 
~ 
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he had an ulcer. 


By way of treatment, the patient 


was given a simple diet and occasional doses of 


alkali. 


The most important point, however, was that 


he was sent to California for six months, giving up 
business, clubs, tobacco and alcohol, and was en- 
couraged to lead a simple outdoor life with plenty of 


fresh air, 


sunshine, food and recreation. 
lowed ‘his instructions to the letter. 


He fol- 


He gradually 


regained his weight; .after six months was back in 


FIGURE 2. 


A Patient with Duodenal 





“Years’ Medical Treatment. 
Weight before treatment 120 Ibs. 
Weight fifteen years later 175 Ibs. 


Ulcer 


after Fifteen 


business, and for the last fifteen years has lived as 
he chose, has had no indigestion except an occasional 


Wo. Age 
1 44 
2 43 
3 57 
4. 44 
5 63 
6. 66 
7. 60 


Sex Diagnosis 


F 





Duodenal 
Ulcer and 


Cholelithi- 


asis 


Duodenal 
Ulcer 


Duodenal 
Ulcer 


Duodenal 
Ulcer 


Duodenal 
Ulcer 


Duodenal 
Ulcer 


Gastric 
Ulcer 

with Hour- 

Glass De- 
formity 


SUCCESSFUL RESULTS OF 


Onset of Ulcer 
Symptoms before 
Operation 


dany years 


Many years 


Approximately 
5 years 


Approximately 
1 year 


Many years 


Many years 


any years 


Type of 
Operation 
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attack of heart burn, easily relieved by soda, ang 
has considered himself as well as anybody, An 
X-ray examination, made a few days ago, shows an 
ulcer deformity of the duodenum still. 





























It seems a fair statement that a great map 
peptic ulcer cases—even those of years’ standi 
and with marked pyloric obstructions, as judged 
by inability of the stomach to evacuate bariun— 
may obtain sufficient symptomatic relief to ep. 
able them to live normally for a long period of 
time under a simple but systematic form of diet, 
when, at the same time, due attention is paid to 
their individual habits of life, and to their fears 
and worries. An additional advantage of such 
a medical treatment is that if it proves unsue. 
cessful, operative measures can be tried later. 





THE SURGICAL TREATMENT OF PEPTIC ULCER 


The fifteen cases which received operative 
treatment may be divided into two groups. 
There were seven which received great benefit 
from the operative procedures carried out. 
There were eight which even the most ardent 
supporter of surgery could not regard as success. 
ful. One of the latter was advised against 
operation but insisted on having it performed. 
The patient died within a few days of broncho- 
pneumonia. This case is mentioned merely to 
emphasize the fact that the surgical treatment 
of peptic ulcer carries with it a definite 
mortality. 

As can be seen, the improvement in each of 
the cases doing well was noteworthy. The first 
case is interesting as being the only one seen a 
decade after the original operation. During the 
interval the patient had felt splendidly until six 
months before coming to the Brigham Hospital, 
when she had begun to be troubled by an indef- 
inite indigestion, not especially typical of ulcer, 


Figure 3 


Date of 
Date last note Remarks. 
1917 10 years Has gained 25 pounds since operations, 
later 
1922 5 years In perfect health since operation. 
later ‘Has gained 50 pounds. 
1923 4 years In perfect health since operation. 
later Has gained 15 pounds. 
1925 2 years In perfect health since operation. 
later Has gained 22 pounds. 
1926 1 year In perfect health since operation. 
later Has gained 30 pounds. 
1926 1 year In perfect health since operation. 
later Has gained 7 pounds. 
1926 1 year Steady improvement since operation. 
later Has gained 30 pounds 
~ 
THE TREATMENT OF PEPTIC ULCER. 
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put annoying enough to require attention. She 
jooked well, had a negative physical examination, 
negative gastro-intestinal X-rays and a gastric 
juice which did not contain free hydrochloric 


acid. 





FIGURE 4. A Patient with Duodenal Ulcer Ten Years after 
Successful Surgical Treatment. 

Weight befcre operation 125 lbs. 

Weight ten years later 145 Ibs. 


During the last six months she has taken 
dilute hydrochloric acid regularly, with complete 
disappearance of symptoms. She wonders, how- 
ever, whether she will need to continue taking 
acid all the rest of her life. At present, she says, 
when she fails to take it, she has an immediate 
return of symptoms. 


This brings up an important point. One of 
the aims of the operative treatment of peptic 
ulcer is to overcome hyperacidity, and successful 
gastro-enterostomy is followed by achlorhydria. 
Is the long-continued absence of hydrochloric 
acid in the gastric juice a good thing? May it 
not often be eventually followed by indigestion, 
as in this ease? Is it wise to supply an ulcer- 
bearing patient with hydrochloric acid after an 
operation has been performed to check the 
formation of this acid? May not such treatment 
cause the flare-up of an old ulcer or the forma- 
tion of a new one? Questions of this sort neces- 
sarily come to mind, illustrating the importance 
of carefully following-up these cases over long 
periods. 

Nothing is more gratifying than to watch the 
cases which have been successfully operated 
upon improve. They immediately gain weight 
and strength, and become optimistic, cheerful 
members of society instead of crochety, sour- 





faced pessimists. They acquire this improve- 
ment with a minimum of effort. 

The patient (see Fig. 5), after having had 
chronic indigestion ‘for years, and becoming 
progressively feebler and increasingly discour- 
aged, has been completely made over by surgery. 
He fills out his clothes again, is able to work, 
and, as he expresses it, feels better than he has 
felt for forty years. He eats everything with- 
out discomfort. He is a typical example of a 
good surgical result a year after an operation. 


There is no question, therefore, but that the 
successful operative treatment of ulcer may 
rapidly afford brilliant results. If the effects 
were always fortunate and were permanent, if 
there were no fatalities, and no post-operative 
complications, this form of treatment would re- 
ceive more unqualified support. 


Figure 6 records the data from seven cases 
which were operated upon and were not so lucky. 
Certain of the cases need further description 
than was possible in the table. 


Number 1, a business man and especially in- 
telligent, has a large family. In 1911, he was 
operated upon and subsequently had several 
large hemorrhages. Since 1926, or for approxi- 
mately two years, he has been dieting carefully 
and is now feeling fairly well. He considers 
himself at best only about 75% efficient, tires 
easily, is constantly afraid of another hemor- 
rhage, ean find no life insurance company to ac- 
cept him as a risk, and, on the whole, does not 
feel that his operation was strikingly successful. 

Number 2, also a man, illustrates a series of 
possible surgical misfortunes, for besides having 
had two operations and several hemorrhages, he 
has developed diabetes. He is feeling well at 
present, but he must diet carefully, take alkali 
powders and insulin. In view of his present 
predicament, he would have elected medical 
treatment rather than surgery had it been pos- 
sible. 

Number 3 is a young woman. Her present 
symptoms are not typically those of ulcer and 
there is a large functional element in her ease. 
She considers that the operation has not helped 
her. 

Number 4, another woman, had advanced 
mitral stenosis. It was impossible to determine 
whether her symptoms were predominantly due 
to ulcer or heart failure at the time of her stay 
at the Brigham Hospital. The symptoms of in- 
digestion continued to the time of her death and 
she failed to gain weight. Possibly, on account 
of her cardiae complication, it is unfair to con- 
sider her ease as typical of a surgical failure. 

Number 5, a man, obviously had an incomplete 
operation and may therefore be properly 
excluded from the group of unfortunate end- 
results. At present, he is improving satisfac- 
torily under diet. 

Number 6, a man, is of interest as affording 
a contrast between medical and surgical treat- 
ment. For six months before operation he was 
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Before Operation. 
Weight 130 lbs. 


FIGURE 5. A Patient with Duodenal Ulcer before and a year after Successful Surgical Treatment. 


treated by diet with considerable benefit. He 
gained twelve pounds in weight and felt better 
than he had felt for several years. He over- 
worked, had a return of symptoms, a hemor- 
rhage, and was then operated upon. He again 
picked up and felt well for three years, when 








One Year After Operation. 
Weight 160 lbs. 


there was another hemorrhage. Apparently the 
operation afforded him relief for a longer time 
than did the diet, though it failed to cure. 
Putting both groups of cases together and dis- 
carding numbers 3, 4 and 5 of the unsuccessful 
lot as being, perhaps, unfairly included, one can 


Pigure 6. 
Onset of Ulcer 
Symptoms before Type of Date of 
No. Age Sex Diagnosis Operation Operation Date last note Remarks 
1. 36 OM Duodenal Many years Gastro-en- 1911 16 years Only a moderate degree of health since. 
Ulcer terostomy later Hemorrhages in 1914, 1924 and 1926. 
Ulcer in- X-Ray in 1926 suggested jejunal ulcer. 
folded Hydrochloric Acid in the Gastric Juice. 
2. 55 MM Duodenal Many years Gastro-en- 1916 1l years Well for about 2 years after operation. 
Ulcer terostomy ° later Then frequent hemorrhages. Jejunal ulcer 
resected in 1920 and gastro-enterostomy closed. 
About two years later frequent hemorrhages. 
Since 1922 treated by diet with gradual 
improvement except for hemorrhage in 1925. 
Gastric juice in 1922 contained HCL. 
3. 24 F Duodenal Many years Excision 1923 5S years Has lost weight steadily since operation and 
Ulcer of ulcer later has persistent chronic indigestion. X-Ray 
and pyloro- shows irregular sphincter of pylorus and 
plasty duodenum but no stasis. 
4. 40 F Duodenal Many years Excision 1922 4 years Persistent symptoms of chronic indigestion 
Ulcer of pylorus later without gain in weight until death. X-Rays in 
Gastro-en- 1924 showed deformity at anastomosis possibly 
terostomy due to jejunal ulcer, though hydrochloric acid 


5. 50 MM Duodenal Approximately Drainage of 1924 
Ulcer 5 years abscess from 
perforated 
ulcer 


6. 32 =#sM Duodenal Approximately Transection 1924 
Ulcer 6 years of pylorus 
and duodenum. 
Gastro-enteros- 


tomy 
7. 45 MM Duodenal Approximately Gastro-en- 1926 
Ulcer 15 years terostomy 


was absent in gastric juice. Death due to 
congestive failure from rheumatic heart disease 
with mitral stenosis. 


3 years Well until a few months ago. Then return of 
later ulcer symptoms. X-Ray shows duodenal ulcer. 
Stool gives + + + guaiac test. 


3 years ‘Well until recently. Then copious hemorrhage. 
later Gastric Hydrochloric Acid 60. X-Rays negative. 


lt years Well for only a few weeks. Then had sudden 
late? fainting spell, apparently due to hemorrhage. 
X-Ray now suggests jejunal ulcer. Gastric 
juice has free HCL. 


UNSUCCESSFUL RESULTS OF SURGERY IN THE TREATMENT OF PEPTIC ULCER. 
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say that out of these eleven peptic ulcer cases 
treated by surgical methods and subsequently 
observed, seven were signally improved and four 
were not. Of three cases examined ten or more 
years after the original operation, one was well, 
while two had continued to suffer from repeated 
intermittent hemorrhages suggesting the pres- 
ence of an active ulcer. Of six cases examined 
less than three years after the original operation, 
four felt perfectly well, while two were as badly 
off as ever. 

From this experience, it would be fair to con- 
elude that in this particular group of cases, the 
results of medical treatment have been fully as 
satisfactory as, or perhaps even better than, the 
results of surgery. The weakness of the group 
as a whole, excluding its diminutive size, lies in 
the fact that the majority have been followed 
for too short a time. The factor of chronicity 
and periodicity of symptoms in ulcer cases can- 
not be over-emphasized. Following their course 
for a few months or even a few years, and thus 
judging about end-results of therapy does not 
mean much. The decision in regard to the form 
of treatment that is really effective will depend 
upon which is most efficacious in aiding the 
greatest number of cases to get along best during 
their entire lives. Temporarily good results, 
even for a period of several years, can usually be 
obtained by almost any systematic regime. 


I know of no way for selecting suitable eases 
for medical or surgical treatment rather than the 
somewhat haphazard method of trial by error. 
It appears that even marked pyloric obstruction 
may be due to spasm rather than to an organic 
stricture and may disappear under dietetic treat- 
ment without operation. The size or position of 


‘the ulcer, or the amount of induration and 


cicatrization found at operation, affords no eri- 
terion as to how the eases will get along Jater. 
Repeated hemorrhage is not necessarily an indi- 
cation for exploration. An acute perforation 
always requires surgical aid. This seems to be 
the only common ground in the treatment of 
peptic ulcer on which surgeons and internists 
see eye-to-eye. 

If surgery is to be undertaken, it is well to 


remember that there is an inevitable operative] 


risk, This should be always minimized by the 
most careful pre-operative preparation of the 
cases, especially of those having any degree of 
pyloric obstruction. MeVicar and his colleagues 
in the Mayo Clinic have drawn attention to the 
fact that a certain proportion of cases with py- 
lorie obstruction come under observation in a 
state of marked dehydration and with alkalosis, 
as evidenced by a high plasma carbon dioxide 
combining power, a low plasma chloride concen- 
tration and a high blood nitrogen reading. Such 
cases make extremely poor operative risks but 
can be prepared for operation by systematic 
gastric lavage and through infusions of hyper- 
tonic saline solution and glucose. Balfour re- 
cently showed in Boston a very striking graphic 


chart illustrating the effect on the dilated somach 
and blood chemistry of such treatment. He has 
permitted me to use the chart here. 















Urea 303 
Chlorids 367 ; Urea 51 
COpg 89 vhlorids 560 


COp 68 





Blood changes in the toxemia 
of obstruction. 


After six days treatment 
with 1% salt and 
10% glucose. 


FIGURE 7. Blood Chemical Changes in Pyloric Obstruction. 
(Balfour.) 


The continued administration of fluids, salt 
and sugar, combined with gastric lavage, allows 
the stomach to contract, reduces alkalosis and 
brings the blood nitrogen value to a normal level. 
A ease so prepared is a good operative risk, 
whereas an unprepared case, if operated on, is 
almost certainly doomed to death. 

The possible relationship of foci of infection 
in the teeth or tonsils to peptie ulcer is worth 
mentioning. It has interested me to discover 
that in the group of surgical cases with unsuc- 
cessful immediate results reported in Figure 6, 
Case 1 had two dead teeth which were removed 
in 1924 and since then there has only been one 
very trivial hemorrhage; Case 2 had a great 
many bad teeth which were not cleaned up until 
1924, since which time there has been only one 
small hemorrhage and a marked improvement 
with a weight gain of fifteen pounds; and Case 
6 had several bad teeth which he was advised 
to have removed but about which he never had 
anything done. I believe that in the East we do 
not stress enough the possible importance of 
foeal infection in the management of these cases 
and would do well to study more carefully this 
phase of the problem. 


CONCLUSION 


Naturally, it would be ridiculous to draw any 
sweeping conclusions in regard to the treatment 
of peptic ulcer from so small an experience as is 
analyzed here. In these cases, however, there 
have been encountered most of the common prob- 
lems which arise in regard to the medical and 
surgical aspects of this disease. There is some- 
thing to the argument, too, that a small group 
of cases carefully examined and followed by one 
observer vields clinical information less easily 
obtainable from the more impersonal study of a 
large group. 

Certain impressions stand out boldly: 

Peptic uleer is a notably chronic disease, tend- 





ing to spontaneous remissions, so that the imme- 
diate results of any form of treatment are not 
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indicative of the final end-results. Any therapy 
which does not afford symptomatic relief over 
many years’ time is not effectual. 


The mental attitude of ulcer-bearing patients 
toward their disease and its management plays 
an important part in their response to any form 
of treatment. If the patients feel they are going 
to be helped and have faith and confidence, they 
immediately become comfortable and begin to 
improve. Worry, fear, anxiety, irritation, or 
undue fatigue all exaggerate ulcer symptoms. 

Medical management of ulcer can be made 
elaborate or simple, expensive or cheap, time- 
consuming or time-saving. A surprising number 
of ulcer cases get remarkable relief through very 
simple therapy when the factors of worry and 
undue fatigue are eliminated, and when the 
nature of their illness is explained to them. 


Unsuccessful medical therapy can always be 
given up for surgical treatment. 

The surgical treatment of peptic ulcer has an 
inevitable risk attached to it. A certain number 
of patients die following even the simplest surgi- 
cal procedures. 


The immediate effect of a successful operation 
for peptic ulcer is remarkably gratifying. The 
patients gain weight and strength, lose all con- 
sciousness of indigestion and ill health, and rap- 
idly reénter the various fields of work in which 
vitality is of great importance. If such good 
results were always obtained, were permanent, 
and if there were no post-operative complica- 
tions, the surgical methods of treatment would 
have more adherents. 

The unsuccessful results of surgery are almost 
complete failures. The bridges are pretty well 
burned by an operation: it is a rare patient with 
a mal-functioning gastro-enterostomy or a gas- 
tro-jejunal uleer who can contemplate with 
equanimity and hope a second operation. He 
feels that he has gambled and lost a large stake 
on his first surgical venture and hates to take 
another chance. 

Focal infection in the shape of diseased teeth 
or tonsils may play some part in the peptie uleer 





picture. Possible foci of infection should he 
systematically cared for. 

Bearing these impressions in mind, my own 
conception of the best treatment of peptic uleer 
at present available is fairly easy to define. The 
whole patient, and not only his ulcer, must be 
treated. He must be given a long period of 
mental and physical rest, and a simple diet with 
enough alkali to overcome symptoms. He must 
plan to lead a well-regulated life for months or 
even for years. The most important single point 
in treatment is to establish in the patient’s ming 
a sense of security and tranquility, and to lay 
out for him a program of rest, exercise, recrea- 
tion, diet and medication that can be followed 
to the last letter. Frequent small feedings of 
easily digested foods appear to be desirable. The 
use of sunshine, fresh air, recreation, exercise, 
sleep, and the avoidance of worry are as impor. 
tant in the therapeutic program as is the use of 
drugs. 

Certain exceptional and complicated cases of 
ulcer need periods of hospitalization. For the 
majority, it is less irksome, less worrying, and 
just as beneficial to be treated at home, or away 
from home in pleasant surroundings, as in the 
institutional atmosphere of the modern well-or- 
ganized hospital with its factory-like methods. 

Should relatively simple methods of medical 
treatment fail, surgery can be considered. 
Surgery has the great disadvantage of being a 
trifle dangerous, and fairly uncertain in its 
end-results. No patient should be pushed into 
an operation. Each ease should be given a free 
rein to try other treatments first: having decided 
that non-surgical treatment is a failure and hav- 
ing made up his mind that operation is desirable, 
he should be prepared for the operation as care- 
fully as is possible, and turned over to a skillful 
operator. 





I take this opportunity of expressing my 
thanks to Dr. Donald Balfour for his courtesy 
in sending me his original lantern slide copied 
in Figure 7, and for allowing me to reproduce it 
in this paper. 
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DUODENAL ULCER WITHOUT SYMPTOMS 


Report of Four Cases with Positive Roentgenologic Findings 


BY MEYER GOLOB, M.D.* 


HAT duodenal uleer may occur without 
symptoms is an established fact. So many 
cases have been reported in the literature that 
the condition can hardly be ealled rare. Yet 
many physicians appear unwilling to accept the 
diagnosis of duodenal ulcer unless the classical 
symptoms are present. In fact, my inspiration 
for writing this paper arose from a referring 


*For record and address of author see ‘‘This Week’s Issue,” 
page 592. 





physician’s haughty disapproval of my diagno- 
sis of duodenal ulcer based solely on positive 
x-ray evidence and the presence of occult blood 
in the feces, and in the absence of the usual 
symptoms. 

However, if we are to make our diagnoses 
early enough to benefit our patients in the true 
sense of preventive medicine, we must not ex- 
pect to find the classical symptoms always, for 
in very many diseases the symptoms that we are 
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accustomed to consider most characteristic may 
be absent in a certain percentage of cases. Es- 
pecially is this true of duodenal ulcer. 


MANY REPORTS OF SYMPTOMLESS DUODENAL ULCER 


The current literature contains many refer- 
ences to symptomless duodenal ulcer. Holmes’, 
in 1925, discussing the value of the roentgen ray 
in the diagnosis of duodenal ulcer, stated that 
there are many eases in which even direct inter- 
rogation with regard to the usual symptoms of 
the disease fails to give any indication of its 
existence. A typical history of duodenal ulcer 
is said to be present in only 50 per cent. of 
proved cases, and some writers have given even 
smaller figures. 

Gray and Held’, in 1925, in an extensive 
treatise on the present status of the x-ray in the 
diagnosis of gastric and duodenal ulcers, as- 
serted that most of the direct roentgen ray signs 
of duodenal ulcer persist to a greater or less 
degree, whether the patient has symptoms or 
not. ; 

Snyder’, in 1925, emphasized the fact that the 
absence of symptoms of duodenal ulcer is of lit- 
tle value as compared with their presence; that 
is, characteristic symptoms point almost cer- 
tainly to the existence of duodenal ulcer but 
their absence by no means excludes this condi- 
tion. Even when present, the symptoms are 
subject to great variation; furthermore, in 
about 25 per cent. of undoubted cases, the symp- 
toms are more characteristic of cholecystitis or 
appendicitis than of duodenal ulcer. 

In a symposium on peptic ulcer, Barker‘, in 
1925, expressed a similar view. ‘‘In reality,’’ 
he wrote, ‘‘no history is constant for peptic or 
duodenal ulcer, since they may be symptom- 
less.”’ 

However, Dwyer and Blackford’, in 1926, as- 
serted that, from their findings in an analysis 
of 332 cases of organic gastric and duodenal 
lesions, they believe it is relatively rare for the 
roentgenologist to demonstrate an ulcer without 
at least a very suggestive history. In their 
series a typical history of duodenal ulcer was 
found in 80 per cent. of cases; a suggestive his- 
tory, in 20 per cent. It is in the suggestive 
group of cases, according to the writers, that 
the x-ray plays the most important rdle; for, 
without the roentgenologic demonstration of the 
ulcer, the clinician would be unable to arrive 
at a definite diagnosis. They further believe 
that, as not all patients with duodenal ulcer give 
a good clinical history and this disease often 
simulates lesions of the gall-bladder or appen- 
dix, the x-ray serves an additional function in 
differential diagnosis. 

_ Moynihan® speaks of ‘‘a small group of cases 
in which the symptoms of active ulceration are 
almost completely latent, and the patient first 
consults his medical man because of repeated 
and copious vomiting, which is found to be due 
to an obstruction near the pylorus.’’ He rather 





disparages the use of the variegated medical 
terminology, which includes such misleading 
terms as ‘‘acid dyspepsia,’’ hyperacidity and 
hyperchlorhydria. Not only are they dangerous 
by concealing the true organic nature of the 
lesion, implying that it is a functional defect, 
but they are also direct misnomers. ‘‘ Persistent 
hyperchlorhydria,’’ writes Moynihan, ‘‘is the 
medical term for the surgical condition of duo- 
denal ulcer.’’ 


Powers’, in 1925, related four cases of per- 
forated symptomless duodenal ulcer. In each 
instance, the patient had apparently been en- 
tirely well previous to an injury, which caused 
perforation of the hitherto unsuspected ulcer. 


In a series of one hundred operations for gall- 
bladder disease, Bruce® encountered five cases in 
which duodenal ulcer was also present, although 
this condition was not suspected either from the 
clinical or roentgen ray examinations. 

I have cited but a few of the references to the 
existence of symptomless duodenal ulcer, but 
they are sufficient to prove the point. <A thor- 
ough survey of the literature on this subject 
would be entirely too exhaustive for the pur- 
poses of this paper. But, I believe that I have 
given sufficient data to establish the fact that, if 
we refuse to accept the diagnosis of duodenal 
uleer without the typical symptoms, we shall 
necessarily overlook many cases at a time when 
the prospects from correct treatment are most 
hopeful. 


ROENTGENOLOGIC STUDY REQUIRED 


What, then, are the most reliable symptoms 
and signs of duodenal ulcer? Can we really 
rely on the clinical picture to make the diag- 
nosis and on its absence to exclude the diag- 
nosis ? 

Moynihan, while admitting that there are few 
other diseases whose symptoms appear in such 
definite and well ordered sequence, makes the 
following statement: ‘‘It is true that there are 
eases, of which fuller details must presently be 
given, in which the regular appearance of the 
symptoms is absent, or in which one symptom is 
so exaggerated as to dwarf, or even’ to destroy, 
the value of others.’’ 

What shall we say about the patient whom we 
examine during a period of repose and quies- 
cence and whose symptoms are vague and not 
directly suggestive of duodenal ulcer? What 
weight shall we place upon positive roentgeno- 
logie findings when clinical evidences are absent 
or obscure? 

Conceding that the most characteristic clinical 
feature warranting the diagnosis of duodenal 
ulcer is the periodicity of the symptoms and 
their recurrence from time to time with com- 
plete abeyance in the intervals, we cannot admit 
the converse, that the absence of this periodicity 
and other classical symptoms excludes the diag- 
nosis of duodenal ulcer. 

It is my belief that digestive symptoms, no 
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matter how slight, demand a roentgenologie in- 
vestigation of the gastrointestinal tract; for, if 
we are to derive the fullest benefits from pre- 
ventive medicine, an early diagnosis is a sine 
qua non. 


THREE TYPES OF DUODENAL ULCER 


The excessive acidity of the gastric secretion 
is largely responsible for the clinical symptoms 
of duodenal ulcer. Severe recurrent hyper- 
chlorhydria usually means duodenal ulcer. 
Furthermore, high acidity figures are usually 
associated with the classical symptoms of the 
disease. 

However, in silent eases the hydrochloric acid 
secretion may be normal or even subnormal; 
therefore, we cannot exclude the diagnosis of 
duodenal ulcer because of the absence of hyper- 
ehlorhydria. ‘‘It is undoubtedly the rule,’’ 
writes Moynihan, ‘‘in intractable cases of so- 
called acid dyspepsia, as I have seen them, for 
there to be no hyperacidity ; and it is in my ex- 
perience invariable to find duodenal ulcer in 
such cases.’’ 

From my own experience I have learned to 
divide eases of duodenal ulcer into three 
groups: 


(1) The clinical type, giving a characteristic 
symptomatology. 

(2) The atypical type, in which the vague 
symptoms merely indicate a digestive aberra- 
tion but positive x-ray findings establish the 
diagnosis. 

(3) The silent type, in which there are no 
digestive symptoms whatsoever but the ulcer is 
discovered accidentally during the course of a 
roentgenologic examination. 


Because few patients consulting the gastro- 
enterologist nowadays escape roentgenologie in- 
vestigation of the alimentary tract, a correct 
diagnosis may be expected in a large percentage 
of cases, unless we be so unreasonable as to ex- 
pect classical symptoms in every case. 

Subjective factors may play a large part in 
influencing the patient’s evaluation of his symp- 
toms. Therefore I likewise divide my patients 
into three groups with regard to the importance 
to be attached to their complaints: 


(1) Those who magnify their complaints. 

(2) Those who minimize their complaints. 

(3) Those who do not know how to describe 
their symptoms. 


Before subjecting the patient to elaborate 
study, I first employ medical and dietetic test 
therapy. If pain is a definite symptom, I give 
alkalies, as instant relief is strongly suggestive 
of gastric ulcer; if the pain is not relieved until 
later, duodenal ulcer is more probable. 

Dietetic Test: pain occurs earlier if food is 
liquid, late if food is solid. Where pain is en- 
gendered by food intake, a gastric ulcer se- 
quence may be assumed; conversely, pain eased 








by food ingestion insinuates a duodenal lesion, 
Sitophobia without anorexia speaks for pyloric 
ulcer pathology ; a history of frequent eating jp. 
fers a post-pyloric ulcer lesion. 


REPORT OF CASES 


Case 1. A man, aged 22, clerk, complained that he 
had suffered from nervous irritability and qui 
tiring for the past three years. The family history 
was negative. The onset of the symptoms followed q 
postoperative double recurrent inguinal hernia, from 
which recovery was uneventful. The patient hag 
had three attacks of precordial pain and had on one 
occasion been seized with vomiting, when he fainted, 
The vomitus contained only undigested food residue, 
Attacks of dizziness with loss of orientation occa. 
sicned him much alarm. The only gastric symptoms 
were postprandial discomfort and belching. The ap. 
petite was singularly good. 

Physical examination was negative, except for 
poor body nutrition and muscular asthenia. The Was. 
sermann test was negative with all antigens. 

In view of the nervous symptoms, I advised the 
patient to consult a neurologist, whose report read 
as follows: ‘General neurologic and medical exam. 
ination is quite negative. He shows, however, a 
fairly marked neurasthenic syndrome, although | 
believe we are dealing in his case with a psycho 
neurosis. There is also a bare suspicion that he hag 
a schizophrenic make-up.” 

Symptomatic treatment was ineffective. The symp- 
toms persisted with shorter free intervals and storm- 
ier attacks. Because of the vague stomach symptoms 
and the low acidity figures of the gastric contents, 
I resorted to biliary drainage; but after the usual 
three hours the duodenal tube failed to pass through 
the pylorus. Fluoroscopy revealed the distal end of 
the tube curled up at or near the pylorus. The fail- 
ure of the tube to leave the stomach was undoubted- 
ly due to pylorospasm. 

At the patient’s request, a complete roentgenologic 
study of the gastro-intestinal tract was made. The 
principal positive x-ray findings were pylorospasm, 
persistent bulbar distortion and a six hours’ resi- 
due in both stomach and duodenum. 

Under medical treatment for duodenal ulcer there 
was arrest of the symptoms. A follow-up study 
showed that the patient remained relieved. This 
case illustrates an important type of duodenal ulcer 
without ulcer symptoms. 


Case 2. A girl, aged 19, single, complained of 
weakness. The family and past personal history 
were negative. Previously in perfect health, she had 
recently noticed that she tired quickly and her 
strength was failing. 

Except for marked pallor, physical examination 
was negative. The red blood cell count was 2,475,000; 
white cell count, 11,000; hemoglobin, 44 per cent.; 
color index, 0.89. In other words, there was a sec: 
ondary anemia of moderate degree. 

The total acidity of the gastric contents was 100; 
free hydrochloric acid, 70. 

Combined fluoroscopy and roentgenographic study 
showed a persistent niche deformity on the lesser 
curvature of the duodenum with an incisura on the 
opposite side. 

Under combined dietetic and medical treatment in 
the hospital, the patient made an excellent clinical 
recovery. The most interesting feature of this case 
is the complete absence of gastric symptoms not- 
withstanding positive roentgenologic proof of the 
existence of a duodenal ulcer. 


Case 3. A man, aged 52, complained of regurgita- 
tion of blood-tinged fluid from his stomach when- 
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ever he lay in the prone position. This symptom had 
begun three years previously. 

Physical examination was negative. Analysis of 
the gastric contents gave low acidity figures. 

Roentgenologic study showed a large gastric res- 
idue following the ingestion of the opaque meal at 
six, twenty-four and forty-eight hours. The duod- 
enal bulb was not visualized. 

At operation an obstructive duodenal ulcer was 
found. After a gastro-enterostomy, there was com- 
plete disappearance of the symptom of regurgitation. 

While there was a conspicuous gastric symptom in 
this case, there were no clinical evidences to indicate 
that the nature of the trouble was a duodenal ulcer. 


Case 4. A colored man, aged 29, complained of 
“misery in the stomach” of nine years’ duration. 
There was no periodicity and the symptom was in 
no way related to meals. This was his sole com- 


plaint. 

The patient was poorly developed and undernour- 
ished. Otherwise physical examination was negative. 
Analysis of the gastric contents showed low acidity 


figures. 
Roentgenologic study revealed an absolutely typi- 


cal deformity of the duodenal bulb. 

This case was of the atypical type, in which the 
single symptom merely suggested vaguely the pos- 
sibility of a gastric disorder. 


DISCUSSION 


There is ample justification for the statement 
that the symptomatology of duodenal ulcer may 
be misleading in more ways than one. The cases 
just cited, in addition to the experience of the 
authors quoted in this communication, prove 
completely that the absence of characteristic 
symptoms by no means negatives the diagnosis 
of duodenal ulcer. 


There is another source of error. Some time 
ago W. J. Mayo® pointed out that duodenal ul- 
cers exist in two forms: namely, the indurated 
and calloused ulcer, which can be seen and felt 
at operation from the peritoneal surface; and 
the non-indurated, non-calloused ulcer, which 
cannot be seen or palpated from the outside and 
can be recognized only with difficulty even when 
the intestine is opened, since its site is some- 
times distinguished only by a slight abrasion of 
the mucosa. 


Judd and Nagel’? have called this second 
type duodenitis to distinguish it from the eal- 
loused ulcer, and they state that its clinical pic- 
ture is practically identical with that of chronic 
duodenal ulcer. They believe that all chronic 
ulcers probably originate from preéxisting duo- 
denitis. 

According to Carman", the roentgenographic 
deformity in duodenitis is the same as in eal- 
loused duodenal uleer, except that a niche is 
never seen in duodenitis. 


We may venture the following three hypo- 
thetical factors to explain the absence of symp- 
toms in eases of duodenal ulcer: 


(1) The patient is not observant. The symp- 
toms may be so slight that he pays little atten- 
tion to them; attributing the vague discomfort 








to some dietetic indiscretion. Then he may seek 
medical advice during a quiescent period, when 
the ulcer is accidentally discovered on roentgen- 
ologiec examination. This type of patient does 
not complain of the classical ulcer pain. 

(2) An analysis of the clinically silent, roent- 
genologically proved cases shows that the symp- 
toms, however vague may be of long duration. 
These ulcers are probably to a large extent 
healed; hence the classical symptoms are not 
encountered. 

(3) The low acidity figures usually associated 
with symptomless ulcers may be explained by 
the fact that the ulcer pain is largely due to 
hyperchlorhydria. By introducing hydrochloric 
acid into the stomach, typical ulcer distress may 
be caused; and this pain disappears promptly 
when the stomach is evacuated. The absence of 
hyperchlorhydria in cases of symptomless duod- 
enal ulcer probably arises from an autoregula- 
tory mechanism, which brings about neutraliza- 
tion of the acid chyme, thus removing an agent 
of irritation and accounting for the absence of 
pain. This is an instance of physiologic adjust- 
ment to abnormal conditions. 

In leading textbooks concerned with duodenal 
ulcer, the classical symptoms are discussed in 
great detail. However, the important truth that 
neurotic disturbances and vasomotor symptoms 
may be predominant in cases of duodenal ulcer 
is insufficiently emphasized. 

Musser, however, states in reference to duod- 
enal ulcer that ‘‘the symptoms are obscure and 
may be wanting entirely, the patient probably 
complaining only of intestinal indigestion. ”’ 

Kelly, discussing both gastric and duodenal 
ulcer, begins with the more unusual form of the 
disease as follows: ‘‘The symptoms are extreme- 
ly variable. In a few eases, there are no symp- 
toms, the ulcer being an accidental finding at 
the necropsy ; rarely a profuse hemorrhage or a 
perforation is the initial manifestation.’’ 

With a more general use of roentgenologic 
study in all cases with even slight digestive 
symptoms, there would be fewer necropsies and 
more biopsies in cases of duodenal ulcer. 

It is interesting to note that in the older text- 
books gastric and duodenal ulcer were treated 
as one subject, usually under the heading of pep- 
tic ulcer. Gastric ulcer received more attention. 
Apparently but little attempt was made to dif- 
ferentiate the two conditions, and they were re- 
garded as the same disease with identical symp- 
toms, differing only with regard to the location 
of the lesion. 

I have records of twenty-eight cases of duo- 
denal uleer proved roentgenographically. In 
eighteen cases the definite clinical syndrome was 
present ; in six, the symptoms were vaguely sug- 
gestive of a duodenal or gastric lesion; in the 
remaining four, no inference with regard to the 
digestive apparatus could be drawn from the 
symptoms. 









| 
| 
| 











550 


GASTROCOLIC FISTULA—MONROE AND EMERY 














The chief complaints in the six cases with 
vaguely suggestive symptoms were pyrosis, the 
bicarbonate of soda habit and postprandial dis- 
comfort. The constancy of the symptoms with- 
out intervals of abeyance was a striking feature. 


CONCLUSIONS 


1. Symptomless duodenal ulcer is an entity. 

2. Clinically, we may divide duodenal ulcers 
into three main types: (a) the clinical type, giv- 
ing a characteristic symptomatology; (b) the 
atypical type, in which the vague symptoms 
merely indicate a digestive aberration but posi- 
tive x-ray findings establish the diagnosis; and 
(c) the silent type, in which there are no diges- 
tive symptoms whatsoever but the ulcer is dis- 
covered accidentally during the course of a 
roentgenologic examination. 

3. Because some patients magnify their com- 
plaints, others minimize them, and still others 
fail to describe their symptoms accurately, we 
are placed at a great disadvantage with regard 
to the clinical evaluation of the symptoms of 
duodenal ulcer. 

4. Only by the more extended use of roent- 
genologice study even in cases with merely vague 
digestive symptoms can we hope to avoid over- 
looking a considerable number of cases of silent 
duodenal ulcer. 





a2 


5. Normal or subnormal gastric acidity fig, 
ures are commonly associated with silent duod. 
enal ulcers. The reason is that the pain of gas. 
trie and duodenal ulcers arises, as has beep 
shown experimentally, from the _ irritation 
caused by the highly acid gastrie juice. 

6. A condition of duodenitis may give the 
symptoms of duodenal ulcer but without the 
positive x-ray findings. 

7. Four cases of silent duodenal ulcer 
proved roentgenographically, are reported. 
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GASTROCOLIC FISTULA AS A RESULT OF PEPTIC ULCER 
Report of Two Cases* 


BY ROBERT T. MONROE, M.D., AND EDWARD 8. EMERY, JR., M.D.t 


NE of the rare complications of peptic uleer 
is a fistulous communication between the 
stomach and the colon. It may occur as a re- 
sult of the perforation of a gastric uleer through 
the wall of the transverse colon, to which it has 
become adherent through inflammation; or it 
may arise indirectly by perforation of the 
jejunum, forming first a gastro-jejunal fistula, 
followed by a jejunal ulcer, which finally per- 
forates the colon,—a gastro-jejuno-coliec fistula. 
These events may take place spontaneously, as 
part of the life cycle of a peptic ulcer; there 
are numerous references to such cases, espe- 
cially in the older literature’. The number of 
cases has inereased, however, since surgical 
measures have been employed in the treatment 
of uleer. . 

Mayo and Rankin* have been influential in 
attracting attention to this condition. In their 
review of the Mayo Clinic cases they found that 
jejunal ulcer occurred in 1%-3% of all ulcer 
cases upon which gastro-enterostomy had been 
performed. Of these, 10% ultimately developed 


*From the Medical Clinic of the Peter Bent Brigham Hospital, 
Boston, Massachusetts. 


+For records and addresses of authors see ‘‘This Week’s Issue,” 
page 592. 





gastro-colic fistulas. Bolton and Trotter* eol- 
lected 31 postoperative cases, all in males, and 
gave a good description of the symptoms: diar- 
rhoea, with undigested food in the stools, fecal 
vomiting, belching of foul gas, pain and wast- 
ing. Of these cases 27 were operated upon and 
21 recovered. The four not operated upon died, 
one of perforation, one of hemorrhage, and two 
of inanition. Burnham‘, in 1919, described the 
X-ray appearance of gastro-colie fistula. Brams 
and Meyer® assert that the type of operation 
which is followed by a fistula is not important, 
since it occurs after gastro-enterostomy with or 
without resection of the pylorus. The symptoms 
of fistula develop usually within a year after 
operation, but may come within a few weeks 
or as late as nine years. Usually there are 
symptoms of a jejunal ulcer for some time be- 
fore the symptoms of the fistula are noted. 


In the past few months, two of the patients 
with uleér whom we have seen for several years 
both in the wards and in the Out-Door Depart- 
ment of this hospital, were found ultimately to 
have a gastro-colic fistula. Both were males, 
one 36 years old, the other 33. The former de- 
veloped his fistula six years after gastro-jejun- 
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ostomy and excision of the pylorus ; the latter 
sixteen months after simple posterior gastro- 
enterostomy. It is felt that they are impor- 
tant enough to warrant report. 


B. L. N., M. 26532, a 36-year-old Polish shoe sales- 
man was first seen in the Out-Door Department of 
the Peter Bent Brigham Hospital, November 28, 
1921, complaining of stomach trouble. His family 
history and past history were not important. He 
had always eaten at irregular hours and for the last 
six months had suffered from gas, sour eructations 
and epigastric pain, cramping in nature, which came 
on at varying intervals after meals and often wak- 
ened him at night, and from which he was able to 
secure relief by baking soda or by inducing emesis. 
X-ray examination of his gastro-intestinal tract on 
December 1, 1921, showed a duodenal ulcer and a 
questionable gastric ulcer on the lesser curvature 
near the pylorus. Physical examination was nega- 
tive. He was sent into the surgical ward for treat- 
ment. A gastric analysis, one hour after a test meal 
of 60 grams white bread and 200 ce. of water, 
showed 100 points of free HCl, and a total acidity 
of 115. Aspiration at a time when he complained 
of his characteristic distress showed 92 points of 
free acid and 104 total. Blood examination showed 
99% hemoglobin, 4,672,000 red blood cells, 12,800 
white blood cells and a normal appearing smear. 
Urine was negative. Stools showed no occult blood. 
The Wassermann reaction on the blood serum was 
negative. A two-stage operation was performed, a 
gastro-jejunostomy being done first, followed by ex- 
cision of the pylorus ten days later. An ulcer was 
found just beyond the pylorus, surrounded by diffuse 
inflammation and@ adherent to the head of the pan- 
creas. The post-operative course was marred by a 
pulmonary infarct, but he was discharged improved 
on January 16, 1922. 

He returned to the medical ward January 12, 1923, 
saying that after six months complete relief, he 
again suffered from cramping pain. Now, however, 
it was low in the abdomen, was not relieved by 
soda, and came on at no definite time in relation 
to meals. X-ray showed that the gastro-jejunostomy 
was functioning well. The question of a jejunal ulcer 
was raised because the portion of the jejunal loop 
nearest the stoma was rather constantly narrowed 
and somewhat irregular, but there was no definite 
tenderness on palpation. Clinical pathology showed 
the blood, urine and stools again normal. He was 
given five small meals of bland food, followed by 
alkaline powders. Under this regime he improved 
and was discharged February 3, 1923, to continue 
treatment at home. 

September 24, 1925, he entered the hospital for the 
third time. He had been relieved by the above 
treatment as long as he adhered to it, but his symp- 
toms promptly reappeared whenever he stopped it. 
This led him to submit to an operation in a near- 
by hospital-in October. A jejunal ulcer was found 
and excised. His symptoms returned in one month, 
and had remained ever since. He had become quite 
weak and was frequently confined to bed for three 
or five days at a time. Three months ago he had had 
a sore throat, with severe pain in all his joints. 
Physical examination at this time showed a soft 
systolic murmur at the apex of the heart, and a 
late diastolic murmur in the same area. The blood 
showed a marked secondary anemia,—30% hemo- 
globin, 3,360,000 red blood cells, 8,800 white blood 
cells. Four urine examinations were negative. The 
blood Wassermann reaction was again negative. 
Stools showed no occult blood by the benzidene test. 
Gastric aspiration at a time when he complained of 
pain in the stomach showed 12 points of free acid, 
but the test was unsatisfactory in that the patient 
removed the tube before its completion. Intravenous 








cholecystograms were reported negative, as well as 
stereoscopic films of the chest. Dental films showed 
absorption around one molar tooth. <A gastro-in- 
testinal series showed the gastro-jejunostomy again 
functioning well, and a questionable jejunal ulcer. 
At this time his pain was quite atypical for ulcer, 
occurring almost continuously and failing to respond 
for more than a few minutes to therapeutic ad- 
ministrations of food and alkali. A Sippy diet failed 
entirely to give relief. At first this was thought to 
be due to the patient’s marked nervous condition. 
Later it was noticed that his pain was dependent 
on the activity of the colon, a fact which the pa- 
tient brought to our attention. By decreasing the 
activity of the colon through suitable measures the 
patient was markedly relieved, and was discharged 
on October 16, 1925, on a five meal diet and bismuth 
subcarbonate. 

He was afterward frequently seen in the gastro- 
intestinal clinic of the Out-Door Department. For 
six months he was much improved. In May, 1926, 
his arthritic pain returned, and he felt very weak. 
His anemia, which had decreased in the hospital, now 
became worse, the red blood cell count falling to 
2,630,000. He was given iron in the form of Blaud’s 
pills and on November 9, 1926, was advised to eat 
liver, in the quantities used in the dietary treatment 
of pernicious anemia. Intermittently during this 
period he suffered from gnawing epigastric distress. 
He was last seen on November 7, 1926, and advised 
to enter a hospital for rest and proper liver diet, 
which he was unable to get at home. 


This he did, and was lost sight of until he came 
under the care of a surgeon in another hospital in 
April, 1927. At this time a gastro-colic fistula was 
suspected and operation was performed. A gastro- 
jejunal ulcer with a surrounding inflammatory mass 
the size of a lime was found, the ulcer being directly 
at the anastomosis on the posterior wall. There was 
also a jejuno-colic fistula between the proximal loop 
of the jejunum and the posterior wall of the trans- 
verse colon, evidently from perforations of an old 
jejunal ulcer. Four inches of the jejunum were re- 
sected, including the fistulous tract, the gastro-enteric 
anastomosis, the gastro-jejunal ulcer and the jejunum. 
One-half to two thirds of the stomach was removed 
and a new gasiro-jejunostomy made, with end to end 
anastomosis of the jejunum. He was transfused after 
the operation, but did not rally and died. 


CASE 2. J. J. M., M28755, a 33-year-old Canadian 
laborer, entered the medical wards of the Peter Bent 
Brigham Hospital on October 15, 1926, complaining of 
weakness and tarry stools. His family and past his- 
tory were irrelevant. His present illness had begun 
13 years before, when, without previous gastric dis- 
tress, he suddenly vomited what he estimated to be 
a quart of blood. For this he was treated with a 
“milk diet for a year’. During this time he had 
occasional attacks of epigastric pain, coming on about 
two hours after meals, dull and non-radiating, from 
which relief was secured by vomiting or by eating. 
In 1916, while in Canada, he was operated on for 
peptic ulcer. After a year’s relief the same symptoms 
returned. 

During the next nine years he had no remission 
longer than two months, and on six occasions he 
vomited blood. After the last hematemesis, in 
August, 1925, he came into the surgical ward of the 
Peter Bent Brigham Hospital. At operation an ulcer 
2 cm. in diameter was found on the gastric side of 
the pylorus. There were numerous adhesions in this 
region presumably resulting from his previous opera- 
tion. A posterior gastro-enterostomy was done and 
the patient was discharged improved after 17 days. 

He reported at monthly intervals to the gastro- 
intestinal clinic in the Out-Door Department, where 
he was advised to take five small meals daily, fol- 
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lowed by alkaline powders. : He went back to work 
and remained symptom free until October 15, 1926, 
when he passed geveral.farry stools, became quite 
weak, and re-entered the medical ward. 

Physical examination showed a thin, sallow man, 
with no demonstrable pathology in heart or lungs. 
The blood pressure was 95 systolic, 55 diastolic. 
Blood smears stowed moderate achromia; hemo- 
globin 70%, réd blood cells 3,130,000, white blood 
cells 7,750; *the urine was negative. The stools 
showed a.three plus benzidene test; gastric analy- 
sis showed 40 points of free HCL. and 50 points 
of total acidity. X-ray of the gastro-intestinal tract 
showed the gastro-enterostomy functioning well. 
“There was no tenderness over the stoma, but the 
:jejunum looked narrower than usual.” He was 
Pstarted upon the routine Sippy treatment for ulcer 
and discharged November 10, 1926, without symp- 
toms. 

January, 1927, he reported that he had passed a 
large amount of red blood in his stools, and black 
blood “for two weeks after’. Abdominal examina- 
tion revealed a mass 6 to 8 cm. in diameter in the 
upper right quadrant, which was rather fixed and 
tender. A barium enema examination was then re- 
quested and this was reported as follows:—‘The 
opaque enema filled the large bowel as far as the 
splenic flexure which was apparently an unusually 
large coil of intestine. The rest of the bowel filled 
well. Films showed this apparent large coil to be 
stomach, which probably indicates a gastro-colic fis- 
tula. A film after evacuation shows the large bowel 
well emptied, but barium in the stomach and small 
intestine persists.” 

Close questioning of the patient brought out the 
fact that, although he had adhered strictly to the 
Sippy regime and had frequently tested his gastric 
contents for the presence of free acid, which was 
always absent, he still had dull pain about three 
hours after meals, worse in the epigastrium. This 
was relieved by aspirating the stomach or by alkali, 
but not by food, but after the pain was relieved 
local soreness persisted. He had none of the class- 
ical symptoms of gastri-colic fistula, such as fecal 
vomiting and diarrhoea with undigested food in the 
stools. Operation was advised, and a mass of adhe- 
sions discovered, uniting the small intestines, trans- 
verse colon, and stomach. The gastro-jejuno-colic 
fistula was found, and the gastro-enteric anastomo- 
sis was resected, with a portion of the stomach and 
jejunum. The colon was repaired; an end to end 
anastomosis of the jejunum, and an anterior gastro- 
enterostomy done. The patient died three days later 
of pulmonary infarct. Request for autopsy was 
denied. 

Both of these cases have several points of in- 
terest. In neither was the diagnosis suspected 
until the X-ray revealed the communieation be- 
tween the stomach and colon. There is no way 
of knowing exactly when the communication be- 
came established and how long the condition 
existed before being recognized, except that it 
probably occurred some time between September 
1925 and March 1927, in case 1, and October 
1926 and January 1927 in case 2. In other 
words no new or characteristic symptom de- 
veloped from which to date the actual oceur- 
rence of the perforation. It is of interest that 
a fistulous tract can oceur between the stomach 
and colon without a resulting diarrhoea or fecal 
vomiting, symptoms usually considered diagnos- 
tie of such a condition. 

In spite of this fact a review of the symp- 
toms reveals certain factors which should have 





made us suspicious. The distress did not rr. 
spond in a characteristic manner to therapeutic 
methods, and was not dependent, on the acidity 
of the gastric contents. This would fit in with 
a gastro-jejunal ulcer, which was diagnosed jp 
both instances. The outstanding feature of the 
symptoms was their relation to the condition 
of the colon. This was most striking in ease 1, 
and it was the patient who first called it to our 
attention. All measures directed toward the 
stomach failed to give relief. As soon as the 
large intestine was quieted, the symptoms sub. 
sided. The symptoms were such as to suggest 
that the colon had become intimately connected 
with the uleer and should have kept us on the 
lookout for further trouble. 


The third outstanding feature was that the 
patients looked and felt worse than one would 
expect from a simple gastro-jejunal ulcer. In 
other words, the patients did not seem to be 
doing well, although their gastro-intestinal tract 
apparently was getting along satisfactorily. 

In retrospect it is possible to trace the se- 
quence of events from the beginning gastro- 
jejunal ulcer through the stages of adhesions, 
and infected area to the ultimate development 
of an opening into the colon, which necessitated 
an operation. We wish now that we had ad- 
vocated operation earlier. Wet held back be- 
cause we hated to subject these patients to an- 
other operation, which would have meant a 
fourth for one and a third for the other; and 
we were hoping that we would be able to re- 
lieve them by thorough medical measures. 

This brings up the question of how to treat 
other cases in the future. It has been the writ- 
ers’ experience that simple excision of a gastro- 
jejunal ulcer is likely to be followed by a re- 
eurrence. Once a gastro-jejunal uleer has de- 
veloped, it is worth while trying to relieve the 
symptoms by medical measures. This is usually 
a difficult undertaking, as this type of ulcer re- 
sponds less well to medical treatment than the 
usual gastric or duodenal uleer. Operation is 
indicated by the oceurrence of any of ‘the fol- 
lowing conditions: (1) failure to relieve the 
symptoms of a gastro-jejunal uleer; (2) failure 
to improve the general condition of the patient 
whether or not his gastric symptoms are re- 
lieved; (3) the development of any symptoms 
which may be interpreted as the result of ad- 
hesions between the stomach and other viscera. 

If operation is decided on for any of these 
reasons, it is wise to do a subtotal resection. 
The higher mortality associated with this opera- 
tion is offset by the greater number of cures and 
the fewer repeat operations, in each of which 
one encounters an increase of adhesions and 
added difficulties. 


SUMMARY AND CONCLUSIONS 


Two cases are reported with gastro-colic fis- 





tulas resulting from a gastro-jejunal ulcer, fol- 
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lowing a gastro-enterostomy. In neither case 
were the symptoms believed to be pathognomonic 
of this condition. However, there were symp- 
toms which should have made one suspect the 
possibility of the development of a fistula. 
These were the lack of typical relief with food 
and alkalies; the relation of the pain to activity 
of the colon and the failure of the patient’s gen- 
eral condition to improve with relief of symp- 
toms. It is suggested that the operation of 
choice for a gastro-jejunal ulcer is a subtotal 





resection. 
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STANDARDS IN INDUS TRIAL DERMATOLOGY * 


BY C. GUY LANE, M.D.t 


N any excursion over uncertain terrain, guide- 
posts are essential for complete assurance 
that one is on the right track, while in familiar 
territory and in broad daylight these standards 
of guidance may receive but secant attention. In 
dermatology, in the broad daylight of clear-cut 
eases of skin disturbances due to occupation, the 
close attention to a detailed charted plan is not 
so absolutely necessary in order to diagnose 
them, classify them, and treat them properly. 
In the suspected cases, the borderline cases, on 
the other hand, a careful comprehensive plan is 
indispensable for their satisfactory disposition. 





that the atrophy and keratoses (Fig. 2) on the 
hands of a physician engaged in x-ray work are 
due to occupation. Similarly, on the other side of 
the question, it may be unquestionable that the le- 
sions of erythema multiforme on the hands of a 
grocery clerk who comes in with regard to com- 
pensation are not industrial or that the lesions of 
scabies in a mill worker are not due to his work. 
But when it comes to making a decision about 
the large group of uncertain cases suspected of 
being industrial, cases without textbook histories 
or manifestations, a more careful routine is nec- 
essary in order to judge properly whether the 





FIGURE 1 
a Blue-Print Worker) 


(Acute Dermatitis in 


For example, it may be easy to say that an 
acute dermatitis (Fig. 1) oceurring in a blue- 
print worker, a young man sixteen years old, two 
weeks after beginning his work, is occupational 
in origin. It may be a simple matter to state 
_ "Read at the meeting of the Third Clinical Congress of the 
Connecticut State Medical Society, held at New Haven, Septem- 
ber 20, 1927. 


tFor record and address of author see ‘‘This Week's Issue,”’ 
page 592. 


individual is entitled to compensation, hospital 
expense and physicians’ fees with due justice to 
his employer. The value of having rather 
definite criteria in the study of these indefinite 
eases has frequently been impressed on me. 
There can be no question about the value of 
having certain standards so far as the history 
and examination are concerned. But it is also 





important to have definite guides to aid in the 
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interpretation of this data for the establishment 
of as definite a diagnosis as is possible under the 
existing conditions, and in expressing the diag- 
nosis both medically and industrially. 

A first requisite in the matter of establishing 
a standard for guidance in solving some of these 
industrial and dermatological problems is a re- 
liable detailed history. A typewritten or print- 
ed outline facilitates this work where a physician 
is seeing many such eases, and in addition tends 
to remind one of the essential factors if one is 
only occasionally seeing a case. This history 


Previous skin conditions 
relation to work 


Present skin condition: Duration 


Location 
Progress 


Symptoms 
Treatment—internal 
external 
Stopped work Previous disability 
The difficulties in the way of obtaining such a 
story are many, if one has to deal with a for. 
eigner speaking little or no English, or an ignor. 





ant workman, especially one. who is ‘‘cocksure” 





FIGURE 2 
(Radiodermatitis—Physician) 


should include first of all careful particulars of 
previous skin conditions and of the progress of 
the disease, as well as details of previous treat- 


ment. The outline used by the writer is as 
follows: 

Name Date 

Address 

Age Nationality M S— Wid— 
Occupation 

Employer Referred by 

HISTORY 


General health—recent illnesses 





symptoms of focal infection 





that the ‘‘rash’’ was caused by a certain sub- 
stance, or if many months have elapsed since the 
original onset and there has been much treat- 
ment and numerous attacks since then. Under 
any such conditions it is extremely difficult to 
arrive at the true facts upon which to base one’s 
opinion. In dealing with interpreters it is most 
valuable if one can be obtained who can speak 
both languages well and at the same time is fa- 
miliar with the actual conditions in the patient’s 
working place. 

[ believe it is well to separate the history into 
two parts and that the second part should in- 
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ao — 
elude a detailed account of the process at which 
the patient works and the substances which he 
handles. The details of the cleansing process 
used at the end of a working period are also es- 
sential, for the use of gasoline, naphtha, *‘flash,”’ 
or some other quick cleaning agent may be at 
least a partial answer to the problem. Far too 
often the employees do not know the composition 
of the substances used and in such eases an 
examination of the working place or communica- 
tion with the foreman or factory superinteudent 
may be necessary. The writer uses the following 
outline : 


WorRK 
Previous occupations 
How long with present firm 
Duration present job 
Details of process 


Details of substances handled 

Details of cleansing process—home—factory 

Any changes in process—in substances— 
in cleansing 

Any other individual affected 

Any work outside regular employment 


Another important factor in the erection of 
our standards is an early and thorough examina- 
tion of the individual’s skin. Too often such 
patients are referred for an opinion or come for 
examination months after the original condition, 
and the manifestations have been altered by the 
patient’s own treatment or other treatment, or 
by the mere passage of time. In making such 
an examination of the skin one must keep an eye 
open not only for manifestations consistent with 
industrial exposure, but also for evidences of 
non-industrial dermatoses such as_ psoriasis, 
lupus erythematosus, ete., as well as for the pos- 
sible self-inflicted diseased processes although 
these latter are rather unusual. This examina- 
tion, made early before much alteration has 
taken place, will enable a proper record to be 
made for correlation with the facts obtained in 
the history and thus aid greatly in the proper 





disposition of the case. I suggest the following 
outline as adapted for this purpose: 


EXAMINATION 
General skin: Blond, brunette, moist, dry, oily, 
thin, hairy 
Eruption: Distribution, types, ete. 
Mucous membranes, glands, tongue, teeth, etc. 


Evidence of chemicals—of treatment 
Evidences of contagious diseases—syphilis, etc. 
Blood exam.: Count, smear, Wass. 


Now that the physician is in possession of the 
facts obtained from the history and from exami- 
nation, what criteria may be adopted by which 
this-data may be judged? This group of cases 
has no definite earmarks as a whole, though an 
oceasional case may show stigmata of the oceu- 
pation, as for example, certain calluses which 
will indicate definitely the type of work. There 
are, however, several factors which merit greater 
consideration and deserve to be weighed very 
carefully in an attempt to classify properly each 
individual ease: 

In the first place, the conclusive evidence given 
by the amelioration of the condition upon free- 
dom from contact, and the evidence of repeated 
attacks upon exposure to conditions similar to 
those existing at the time of previous attacks. 
(See Figure 3.) 

Secondly, the fact that the lesions found are 
consistent with the history of exposure to the 
substances claimed and at the time claimed. For 
example, I recall the case of the young man who 
had a keloid of the arm following a gasoline 
burn. (See Fig. 4.) 


It had been a rather rapid growth and there 
was some question as to whether the keloid ante- 
dated the burn or actually followed it as claimed. 

Third, the fact that the individual is exposed 
to a substance or substances known to produce 
skin changes frequently. The most frequent 
occupations affected are: 





FIGURE 3 


(Eczema-—Repeated Attacks—Bread Baker) 
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Number . due to novocaine. The relative frequeney of jp 
of Cases of | volvement in these occupations will vary in dif 
Occupation Dermatosis pan vias winindinn ; 
an sae ferent localities according to the type of 
neta ae sere WO 107 industry located there. 
i 87 Fourth, the location of the lesions—the han, 
Metal workers 73 or hands and arms, are most frequently affee 
Mill workers 68 though I do not wish to give the impression fron 
Oil and grease workers ad the photographs or from what I say that all in, 
Physicians, dentists, and “TULL ya Sao dustrial dermatoses are on these aneiin 
Cloth handlers and tailors 49 Ls : x deed, a 
aloes 48 A young man, a lithograph feeder for only | 
Tannery and leather WOrkerSeeccccccnmenn 44 three weeks, came in with an acute dermatiti 
Chemical workers and drug workers.......... 40 





| (see Fig. 5) of one week’s duration. He came in 





FIGURE 4 
(Keloids Following Gasoline Burn) 





FIGURE 5 
(Acute Dermatitis—Lithograph Feeder) 


These figures were obtained from the analysis 
of statistics from four different sources. House- 
wives and other allied soap and water workers 
form the largest group in every investigation of 
industrial skin conditions. It is of interest that 
medicine and dentistry rank so high in this list. 
But one must not fall into the error of thinking 
every eruption in an individual with sueh an 
exposure is industrial. For example, by no 
means is every eruption on the hands of a dentist 





contact with inks of various colors, and _ also 
dehydrating agents such as benzine, ether, and 
turpentine and used rather a strong soap. 

Another man, a farmer, showed a ringworm 
(see Fig.-6) of the wrist, of animal origin un- 
doubtedly. The duration was about three 
months. <A large spored ringworm was found 
in this lesion. 

A press feeder of five months presented a 
dermatitis (see Fig. 7) of the hands of four 
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weeks’ duration. He had been exposed to potash, 
to chloride of lime, to colored inks, to kerosene 
and had to use a strong soap. 

Fifth, the lack of evidence of exposure to other 
substances outside the occupation which might 
have caused a similar change in the skin. 

Sixth, the type of lesions, particularly the 
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PA) 


(1) The first group includes the definitely 
industrial cases. 

(2) The second group I speak of as probably 
industrial. 

(a) The relation is less clear-cut. 
The individual may be working with a 
substance which less often causes skin changes. 





FIGURE 6 
(Large Spored Ringworm in a Farmer) 


FIGU 


liegative evidence given by the characteristic 
lesions of a skin disease known to be non-indus- 
trial in nature—psoriasis for example, though of 
course psoriasis and an industrial dermatitis ean 
exist together. 

Having obtained these facts about any indi- 
vidual case, there are four groups into one of 
which it ought to be placed for classification 
purposes : 








RE 7 


(Dermatitis in a Press Feeder, Probably trom Alkalies) 


(e) He may have lesions not quite character- 
istic or consistent with exposure. 

(d) We may be examined a long time after 
the onset and the condition is nearly well. 

If the scope of industrial cases is enlarged, as 
it is in some States, by the interpretation of in- 
dustrial aecident boerds or other authorities 
that pre-existing conditions unfavorably influ- 
enced by occupation are included within the 
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Workman’s Compensation Act, this group is 
measurably increased in number. 

(83) In the third group are the doubtful or 
the possible cases, in which 

(a) There may be a still greater discrepancy 
in the story. 

(b) The lesions may be more indefinite. 

(ec) The individual is working with a sub- 
stance which only produces very seldom a skin 
change and he shows no characteristic lesion. 

(d) The lesions are explainable as we!! or 
better by other means. 

(4) In the fourth group are the definitely 
non-industrial cases. 

The first two groups I am accustomed to class 
as industrial, and the last two as non-industrial, 
so far as compensation is concerned. 

In expressing the diagnosis on these cases it 
has been my habit to class them as an industrial 
dermatosis (‘‘D.I.’’), qualifying this according 
to the type and cause. This may be illustrated 
best, perhaps, by referring to a carpenter who 
had had repeated attacks following contact with 
alkali in a print works. He had an acute attack 
at the last visit which kept him from work. His 
diagnosis and disability would be expressed as 
follows: 


Type Cause or occupation 
Dermatosis Industrialis 
Prob. 
Poss. Chronic Dermatitis Carpenter 
Not Alkali 


Disability—total—temporary—permanent—recurrent 


This method has already proved valuable in 
the study of groups of workers and the causal 
agents because it makes it so much easier to refer 
back to these factors. Disability in this class of 
cases can be rated just as surgical or orthopedic 
cases are rated by referring to them as tem- 
porary or permanent, partial or total, immediate 
or late, or recurrent. 

It is not possible to speak of industrial derma- 
toses without mentioning hypersusceptibility or 
sensitization, for these industrial cases are, with 
few exceptions, examples of an increased sus- 
ceptibility to a certain substance. It has been 
found, however, that recent skin irritations and 
recent intereurrent diseases, as well as our old 
friend foeal infections, may play a part in bring- 
ing about this sensitization, and these facts may 
be made use of by full-time industrial physicians 
in the matter of not assigning individuals to jobs 
known to cause a high rate of skin change. 

In the matter of treatment, because of the 
great variety of skin changes due to occupation, 
it is difficult to suggest standards of treatment. 
On the record it is my habit to outline the treat- 
ment as follows: 


TREATMENT 
Local 
General Hospital 


Preventive 
Mechanical, chemical, alter process 
Give up job—temporarily—permanently 
Advice re returuing to work 





About ten years ago, Dr. C. J. White en 
merated forty-six different skin diseases in whic 
it was possible for occupation to be a Causative 
factor. The most frequent ones are given in this 
list, and are divided into the non-infeetioys 
group and the infectious group: 

THE Most FREQUENT MANIFESTATIONS oF SKIN 

DISEASE DUE To OccUPATION 


Non-Infectious Infectious 
Acne Actinomycosis 
Burns Anthrax 
Calluses Blastomycosis 
Chilblains Erysipeloid 

a Impetigo 
Dermatitis, Acute tom 
Dermatitis, Chronic Pus Infections 
uczema Syphilis 
Epithelioma Tinea ‘ 
Folliculitis Tuberculosis 
Keloids 
Keratoses 
Radiodermatitis 
Ulcers 





FIGURE 8 


(Cancer of Scrotum in a Mule Spinner—24 Years Exposure 
(After Prosser White) 


In regard to treatment, suffice it to say that 
this differs in no way in industrial eases from 
that employed for the same manifestations in 
non-industrial cases. But added to the treat- 
ment, and an integral part of it, is prevention, 
which depends absolutely upon the diagnosis of 
the actual causal factor, and its removal. Such 
preventive measures may consist of mechanical 
methods, or chemical means, or the adoption of a 
different technic, or the transfer of the indi- 
vidual to another job. 

For the physician who is doing industrial 
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work of'any kind where he meets with cases of 
possible skin change due to occupation I com- 
mend three fundamental measures: 


1. A eareful study of the individual ease, in- 
cluding an accurate history of disease and work, 
together with a careful examination. 

9 The need of becoming familiar with the 
industrial processes and substances in the par- 
ticular plant with which the patient is affiliated. 

3. A familiarity with the diagnosis and treat- 
ment of the eighteen most common skin diseases 
as shown below: 


Most CoMMON SKIN DISEASES 


Eczema and Dermatitis Warts (3 types) 





Acne Psoriasis 

Urticaria Epithelioma 

Impetigo Erysipelas 

Herpes (2 types) Erythema Multiforme 
Furunculosis Pityriasis Rosea 


Ringworm (3 types) Naevus (3 types) 


Epidermophytosis Rosacea 
Pediculosis (3 types) Keloid 
Scabies 


This list is taken from several sources and 
represents rather accurately the relative fre- 
quency of the various diseases. 

Syphilis, the exanthemata, and the drug erup- 
tions are sufficiently frequent to warrant being 
mentioned in this connection. Also one must 
not overlook the fact that minor conditions such 
as dandruff, hangnails, falling hair, moles, and 
chapped hands are matters which the industrial 
physician will be called upon to face. 

By the aid of some such standards as I have 
outlined and with the knowledge of these funda- 
mental measures I believe that the joint prob- 
lems of industry and dermatology will be solved 
more readily and with greater satisiaction to 
patient, employer, and perhaps to the physician. 
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METASTATIC HYPERNEPHROMA OF THE JAW* 


BY CHARLES F. BRANCH, M.D., AND RICHARD H. NORTON, D.M.D.t 


HE present case, that of a hypernephroma, is 

‘of particular interest because of its metasta- 
sis to the jaw with no involvement of bone in 
that region. In no respect is this report intend- 
ed as a review of hypernephromas. The rela- 
tively recent articles of Wright’, Dresser’, and 
Podlasky*, and the extensive exposition in 
Ewing’s ‘‘Neoplastic Diseases’’* thoroughly 
cover the field, bringing its bibliography up to 
date. As far as we can determine, the only 
other case on record in which the tumor found 
its way to the jaw is reported by Dresser but 
differs from the present case in that it was a 
bone metastasis. 

The accompanying photographs indicate the 
type of tumor and its manner of growth. De- 
scriptions of the gross and histological examina- 
tions will be found in their respective positions 
in the necropsy report. A brief résumé of the 
ease history follows: 


oe 


A woman 64 years old was admitted to the Special 
Service of the Massachusetts Homeopathic Hospital 
as Case No. 177,809 on September 25, 1926, complain- 
ing of inabitity to swallow. 

Family History: Unimportant. 

Past History: Dental—the local dentist had made 
several attempts to close a discharging fistula on the 
lingual surface of the mandible opposite the inferior 
right second bicuspid tooth. The treatment had con- 
sisted of “pumping” 5% phenol through the root 
canal of the tooth, out through the fistulous opening. 
This treatment had covered a period of about one 
year and a half previous to March 1926 and had not 
met with success. At this time the local dentist had 
become alarmed about a growth that was developing 
in the vicinity of and including the fistula. 


*From the Massachusetts Homeopathic Hospital and Boston 
University School of Medicine, Boston, Massachusetts. 

+For records and addresses of authors see ‘‘This Week’s Issue,” 
page 592. 


Present Illness: The patient was seen for the first 
time by the oral surgeon on March 26, 1926. On the 
lingual surface of the right side of the mandible and 
the surface of the right sublingual gland there was 
noted a growth resembling an epulis, which had been 
developing since September, 1925. The involved area 
was removed by a radical operation, followed by the 
application of the actual cautery, apparently eliminat- 
ing the growth and enabling the patient to masticate 
comfortably. At that time, a pathologist returned a 
report on the excised tumor classifying it as an epider- 
moid carcinoma. The growth appeared again in 
August, 1926, and four platinum seeds of radium, 
amounting to 14.8 millicuries, were imbedded, Sep- 
tember 8, 1926, for ten days. At that time, the patient 
had a severe fall, injuring her spine and left hip. 

Physical Examination: Right side of mouth and 
the contiguous portion of the tongue showed a marked 
pathological condition, having a “chewed out” ap- 
pearance as though tissue had been surgically re- 
moved. Examination otherwise negative. 

Laboratory Findings: The X-ray examination 
showed increased density of both lungs, resembling 
consolidation of the right middle and lower lobes, 
suggestive of tumor metastasis. Skull, spine, and 
pelvis were negative. No other laboratory examina- 
tions were made. 

Clinical Record: On September 28, 1926, the pa- 
tient appeared dazed and showed a left-sided hemi- 
plegia and a rapid and irregular heart. On September 
29, a bilateral paralysis was noted. On September 
30, the patient entered a state of coma and died at 
9216-P. M: 

The clinical diagnosis was 
tongue.” 


“Carcinoma of the 


AUTOPSY REPORT 


The body is that of a poorly developed, fairly well 
nourished, white, adult female, 64 years of age. Body 
length 163 cm. Twelve hours postmortem. Rigor 
mortis complete; no edema; slight postmortem livid- 
ity of dependent parts. The skin over the entire 
body shows a marked atrophic condition and over the 





abdomen, spread out in a fan-like manner from the 
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ensiform and the lower margin of the ribs are radi- 
ating rows of pigmented nevi. No palpable glands. 
Pupils equal and regular, 4 mm. in diameter. Scalp 
is covered by a fair amount of iron gray hair. Ears 
and nose negative. Mouth shows a marked pathologi- 
cal condition. The upper teeth are replaced by a 
plate. Lower teeth on the left and right sides are 
absent, and the few remaining in front are in very 
poor condition. In the space made by the absence 
of the teeth on the right the gum is distinctly swollen, 





FIGURE 1. Section of tumor from the jaw. Note in par- 
ticular the clear, vacuolated cells arranged within the finely 
dividing stroma. 














FIGURE 2. X-ray of jaw before operation, March 26, 1926. 


ee. 











FIGURE 3. Same area as Figure 2, after operation, May 17, 
1926. 


white, and firm. Examination shows that a portion 
of the right side of the tongue about 2 cms. in diame- 
ter has been removed. On section, the jaw tumor is 
found to be composed of a rather soft, hemorrhagic, 
yellowish-white tissue, which seems to be arranged in 
small, more or less encapsulated masses. The under- 
lying bone and periosteal tissue is not involved. 
Abdominal Cavity: Contains no abnormal fluid or 
adhesions. The mesenteric lymph nodes are not re- 
markable. The diaphragm on the left is at the fifth 
space; on the right at the third space. The appendix 
is retrocaecal and firmly adherent. In the left hypo- 





15 cm. in diameter extending into the abdominal cay- 
ity about half its diameter. 

Pleural Cavities: No abnormal fluid or adhesions 

Pericardial Cavity: No abnormal fluid or adhe. 
sions. 

Heart: Approximate weight, 210 gms. The epi- 
cardium, which is not remarkable, covers a gmajj 
amount of subepicardial fat. The myocardium jg 
dark reddish-brown, soft, and flabby. The endocar. 
dium is slightly thickened at the aortic and mitra] 
bases; otherwise not remarkable. Valves negative, 
Coronaries show a slight degree of atheromatous de. 
generation. Foramen ovale closed. 


VALVE MEASUREMENTS 
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Right Lung: 24x13x6 cms. Uniformly studded 
with firm white nodules about 1 cm. in diameter, 
which project slightly above the surface. The pleural 
surface is smooth, glistening, and distinctly mottled 
with small red patches, which in all instances seem 
to be adjacent to the nodules above mentioned. The 
cut surface shows the bronchi to be distinctly injected 
and covered with thin muco-purulent material. The 
cut surface of the lung is diffusely studded with 
small, firm, raised, whitish-yellow, and distinctly 
hemorrhagic nodules about 1 cm. in diameter, similar 
to those extending downward from the surface. Jn 
these areas the alveoli are apparently obliterated; 
elsewhere they are well distended. 

Left Lung: Similar in every respect and all meas- 
urements to its fellow on the right. 

Spleen: Approximate weight, 110 gms. It is dark 
purple, firm, smooth, regular, and slightly enlarged. 
The cut surface is dark reddish-brown, the trabeculae 
are well defined, and there is a moderate amount of 
pulp upon scraping. Germinal centers indistinct. 

Liver: Slightly enlarged and weighs approxi- 
mately 1800 gms. It is firm, smooth, dark reddish- 
brown, and quite regular except for two small, raised, 
slightly nodular, yellowish-brown and somewhat 
softer areas, measuring about 2 cm. in diameter on 
the upper surface of the right lobe. The cut surface 
shows the normal lobulations well defined, except 
where they are broken by occasional very soft, hemor- 
rhagic yellowish-brown masses of tissue, varying in 
diameter from 2 to 6 cms. These areas appear to be 
perfectly encapsulated and there are several of them 
scattered throughout the parenchyma, including the 
downward projection of the two masses seen on the 
surface. 

Gall-bladder: Wall not thickened; mucosa nega- 
tive; no stones; all ducts patent. 

Left Kidney: Approximate weight, 800 gms. Nor- 
mal contour entirely distorted. A large irregular 
mass, 10 cm. in diameter, surmounts what remains of 
the lower pole of the kidney. The capsule over the 
entire organ strips with ease, leaving a smooth, 
slightly hemorrhagic surface. The cut surface discloses 
a very hemorrhagic, irregularly mottled, yellowish 
mass in the upper pole, which is distinctly softer than 
the relatively normal tissue. The central portion of 
this mottled yellowish-gray area is transparent and 
exudes much -fluid upon pressure. Separating this 
tumor mass from the lower pole of the kidney seems 
to be a thin band of connective tissue. There is no 
apparent invasion. The lower pole of the kidney 
shows the normal relationship between cortex and 
pyramids; it is dark reddish-brown and congested. 
The tumor mass found in this organ is by far the 





gastric region there is a soft, hemorrhagic mass about 


oldest growth found in the body. 
Right Kidney: Approximate weight, 150 gms. It 
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is firm, smooth, regular, light reddish-brown in color. 
The capsule strips from the cortex with ease, leaving 
a smooth surface. The cut surface shows normal re- 
lationship between pyramids and cortex, the latter 
measuring 6 mm. in width. Between the pyramids 
and cortex at two different points are small rounded 
encapsulated masses of soft, hemorrhagic, yellowish- 
prown tissue, measuring about 1 cm. in diameter. 

Adrenals: Not remarkable. 

Gastro-intestinal Tract: Negative throughout its 
entire course. 

Bladder: Contains about 50 cc. of rather turbid, 
foul-smelling fluid. Mucosa not remarkable. 

Uterus, Tubes, and Ovaries: Negative. 

Aorta: Shows a slight degree of atheromatous de- 
generation throughout its entire course. 

Brain: Not examined. 


PATHOLOGICAL DIAGNOSES 


Hypernephroma of left kidney. 

Metastases to right kidney, liver, lungs and jaw. 
Slight coronary sclerosis. 

Slight mitral and aortic sclerosis. 

Slight general arteriosclerosis. 

Slight bronchopneumonia. 


MICROSCOPICAL EXAMINATION 


Lung: In many places the alveoli are distorted or 
entirely supplanted by rounded masses of tumor tis- 
sue, varying in size from 1to 10mm. These nodules 
are composed of small circular cell groups separated 
by fine strands of connective tissue so that in no way 
is tubule formation suggested. In places the cords 
and strands of large clear cells forming these groups 
are closely packed while in other regions they appear 
as elongated, loosely arranged cords as in the zona 
fasciculata. The cells making up these masses vary 
greatly in size and shape, some being polyhedral, 
some rounded, while others are distinctly fusiform. 
Practically all of them contain numerous small clear 
vacuoles, are very finely granular, and stain faintly 
acidophilically, giving a characteristic “foamy” ap- 
pearance. Some of these cells are multinucleated. 
In all, the nuclei stain brightly but are distinctly ves- 
icular in character and many are undergoing mitotic 
division. These nodules are surrounded by zones of 
increased vascularity, in which all the vessels are 
markedly injected but particularly the interalveolar 
capillaries, which seem to be distended to tremendous 
proportions and in some instances are indistinguisha- 
ble from alveoli distended with red cells. In some 
places the tumor tissue is apparently growing through 
this hemorrhagic zone and the alveoli immediately 
outside are filled to varying degrees with cells of the 
same type as the tumor mass, some being arranged in 
cords, others being loosely scattered about. Outside 
this area of tumor infiltration the alveoli and bronchi 
contain varying amounts of coagulated serum, neutro- 
phils, desquamated epithelium and some strands of 
fibrin. In places, these elements are so concentrated 
that they may well be considered a pneumonic 
process. 

Liver: Two tumor masses in this organ show the 
Same microscopical picture observed in the lung, ex- 
cept that here there is no evidence of invasion, the 
tumor seeming to destroy by an expansive process. 
The nodules are definitely surrounded by fibrous tis- 
sue beyond which the tumor cells have not trespassed. 
Here, as in the lung, large areas of increased vascu- 
larity are very prominent, giving the impression at 
first glance of a cavernous hemangioma. These dis- 
tended vessels have no particular relation to the cen- 
tral veins or to the portal units. The liver cells 
throughout the section vary greatly in size, shape, 
and staining reaction. They contain clear vacuoles 
of various size and much finely granular, golden- 








brown pigment. The cords are distinctly shrunken 
and the sinusoids, bile capillaries, and connective 
tissue stand out markedly, giving the general appear- 
ance of a periportal increase of connective tissue. 

Kidneys: The same type of tumor is present in 
both of these organs as was described in the lung, 
except that the left kidney is practically destroyed by 
the tumor mass, while the right kidney shows only 
two small tumor masses in its cortical portion. Here 
also the mass seems to be definitely encapsulated and 
growing by expansion rather than by invasion. Im- 
mediately surrounding the tumor is a band of com- 
pressed and atrophic tubules and glomeruli. Scattered 
throughout the remaining parenchyma in a most 
peculiar manner are areas of marked congestion, 
having no apparent relation to the lesions present. 
The epithelium of many tubules is swollen, coarsely 
granular and the nuclei are evidently undergoing 
karyolysis. Many hyaline casts present. The glom- 
eruli are uniformly congested and a few are sclerosed. 

Mass from Right Jaw: The epithelial covering of 
this area is intact. Immediately beneath the epi- 
thelium and separating it from the tumor proper is 
a thin band of connective tissue about .5 of a mm. 
in width. Beneath this connective tissue the tumor 
extends as a definitely encapsulated mass about a 
centimeter in diameter and 2 cm. in length. The 
histological structure of this tumor is identical in 
every respect with that of the original mass in the 
left kidney, except that the tumor itself seems dis- 
tinctly more hemorrhagic, there being in its central 
portion two or three small telangiectatic areas. Here 
it is possible to find the tumor cells growing within 
the luminae of occasional vessels. No evidence of 
growth is present in the bone. 

The remaining organs are relatively negative. 


MICROSCOPICAL DIAGNOSIS 


Hypernephroma of left kidney. 
Metastasis to right kidney, liver, lungs, and jaw. 
Slight bronchopneumonia. 


REFERENCES 


1 Wright, H. W. S.: Study of surgical pathology of hyper- 
nephroma with special reference to their origin and symp- 
tomatology. Brit. J. Surg., 1922, IX, 338-365. 

2 Dresser, R.: Metastatic manifestations of hypernephroma 
in bone. Am. J. Roent., 1925, XIII, 342-353. 

3 Podlasky, H. B.: Hypernephroma. Am. J. Roent., 1923, 714- 
720. 


4 Ewing, J.: ‘Neoplastic Diseases.’”’ 2nd ed., 738-767. 
el 


UNITED STATES CIVIL SERVICE EXAMINA- 
TIONS 


Physicist (X-ray), $3,800 a year. 

Associate Physicist (X-ray), $3,000 a year. 

Assistant Physicist (X-ray), $2,400 a year. 

Physical Chemist (X-ray), $3,800 a year. 

Associate Physical Chemist (X-ray), $3,000 a year. 

Assistant Physical Chemist (X-ray), $2,400 a year. 

Applications must be on file with the U. S. Civil 
Service Commission at Washington, D. C., not later 
than May 8, 1928. 

Apply to the United States Civil Service Commis- 
sion for particulars. 


UNITED STATES PUBLIC HEALTH SERVICE 
ASSIGNMENT OF Dr. SCHERESCHEWSKY 


Surgeon J. W. Schereschewsky. Directed to pro- 
ceed from Boston, Massachusetts, to Washington, D. 
C., and return, in connection with field investigations 
of cancer. April 16, 1928. 











562 PAPILLOMA OF THE OVARY—EASTMAN N. E. J. of 





NEW HAMPSHIRE 


SURGICAL CLUB 


PAPILLOMA OF THE OVARY* 


BY EUGENE B. EASTMAN, M.D., F.A.C.S.t 


APILLOMA of the ovary is described as the 
rarest cystic disease of the ovary, decidedly 
obscure in its etiology, variable in its course, 
and uncertain as to its prognosis. The usual 
age of its occurrence is betweeen forty and fifty 
years. It is a bilateral disease, developing 
simultaneously in both ovaries. The two cysts 
are apt to be of different sizes, and the dis- 
ease is likely to be more advanced in one than in 
the other. . 
There is practically no unity of opinion as 
to the origin of these bodies, but the theory 
advanced by Goodall is the one most commonly 
accepted and is to the effect that all epithelial 
structure within the ovary is from the germinal 
epithelium, and he declines to believe that it is 
possible for any tumor to develop from the 
Graffian follicle. In the late stages they are 
generally characterized by the abundance and 
prominence of the papillomatous growths. In 
the early stage the capsule is firm, smooth and 
thin, and projecting from the inside of the 
cyst wall over the papillomatous growths. They 
vary greatly in size and in number, depending 
on the stage of the disease. They may appear 
in the early stage as smali, warty, pea-sized ele- 
vations along the interior wall of the cyst. At 
the other extreme the papillomata may form 
enormous irregular, cauliflower growths, filling 
almost the entire cyst cavity, and be so closely 
packed together as to present the appearance of 
a solid tumor. The papillomatous growths are 
soft, semi-gelatinous, glistening, slimy and 
sticky. The color depends upon the blood sup- 
ply. In some eases it is pinkish, in others a 
dirty yellow or grey. The fluid in the cyst is 
characterized by the absence of pseudomucin 
and the presence of a large amount of albumin. 
Degeneration of one sort and another, and 
hemorrhage change the appearance of the fluid. 
This is practically the description given by 
Gibbon. 
One of the early reports from physicians in 
this country was that of Le Roy Browne (1908) 
who presented a specimen of pseudomucinous 


‘papillary adenoma of both ovaries at a meeting 


of the New York Obstetrical Society. 


The patient, 39, came to the Woman’s Hos- 
pital in a condition of extreme exhaustion, bluish 
grey color, arms cold to the elbows, pulse hardly 
perceptible, respiration very rapid. After some 
hours or rest in bed and stimulation, the pulse 


*Read at the 30th annual meeting of the New Hampshire 
Surgical Club held at Laconia, N. H., September 19, 1927. 


¢For record and address of author see ‘‘This Week’s Issue,” 
page 592. 


appeared, but the respiration was still as rapid, 
The abdomen was much distended with fluid, to. 
gether with a large tumor extending to the 
umbilicus. The patient stated that for two years 
the abdomen had been enlarged, growing grad. 
ually worse. Two weeks before she had fainted 
at her work and was taken to Bellevue Hospital, 
where a diagnosis of perhaps pneumonia was 
made. She left voluntarily in a few days on ae. 
count of fear. 


At the Woman’s Hospital, when there was no 
improvement after two or three days, she was 
treated by an exploratory operation. The free 
fluid, sticky in character was liberated and 
cleared out as much as possible. A large tumor 
was found in the right ovary, with no adhesions 
or implantations. At the time of removal a 
similar, smaller tumor was recognized in the 
left ovary. This filled the true pelvis. It was 
not disturbed on account of the patient’s con- 
dition. The recovery was uneventful and the 
physical condition showed an almost amazing 
improvement. 

Three weeks after the first operation the abdo- 
men was opened for the removal of the second 
tumor in the left ovary. It had increased in size, 
projecting now beyond the true pelvis. This 
also had a good pedicle, was easily removed, and 
found to have no adhesions or implantations. 
In three weeks the patient was discharged in full 
physical health. Both tumors were made up of 
small cysts with papillary outgrowth between 
the cyst walls. 

Pathology as given by Dr. Jessup. The speci- 
mens have both been mounted in the gelatine 
medium and are presented together with slide 
for inspection. Papillary tumors of this kind 
in about 50 per cent. of the cases occur on both 
sides. They give a benign history in so far as 
they show no tendency to form new colonies by 
implantation. : 

Kelly states that in seven cases he found im- 
plantations in one, and in this the second colony 
was not of a papillary character but was com- 
posed of minute, glassy cysts. This class of 
tumor is of the well-known polycystic type, but 
differs in the absence of the large cyst, this be- 
ing replaced by many small ones. They also 
differ from the cystic papilloma in that the 
papillary outgrowths chiefly occupy the space 
between the cysts. The pseudomucin present in 
such abundance in the ascitic fluid and in the 
contents of the cysts has long ago been shown by 
Pfannensteil to be a secretion of the epithelial 





cells and not a form of degeneration. 
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Dr. E. Emery-Roberts, Great Britain, in the 
same year, expressed it as his opinion that pri- 
mary, superficial papilloma of the ovary is de- 
rived from the germinal epithelium and under- 
lying connective tissue stroma. The acini in 
the periphery of the ovary are derived from in- 
growths of the germinal epithelium. The 
vesicles which form so large a proportion of the 
papillary projections result from papillae whose 
connective tissue cores have undergone edema- 
tous degeneration. The secondary deposits arise 
from disrupted papillae; the secondary deposits 
are favored by ascites. The collection of fluid 
in the abdomen represents the secretion of the 
epithelium forming the outer covering of the 
growths. 

The next report was by Dr. Brooks H. Wells 
in 1912, at a meeting of the New York Obstet- 
rical Society, who reported a ease of papillary 
carcinoma of the Ovary. The patient, age 56, 
mother of two children, had passed the meno- 
pause between 49 and 50, with no pelvie symp- 
toms since then until the present trouble. Three 
years ago she had been operated upon by a 
skilled surgeon for acute appendicitis, from 
which she made a slow recovery, drainage be- 
ing employed for several weeks. At this time 
there was no evidence of pelvic trouble. 

Last July she had a slight fall which hurt 
her back and right hip. Since then there had 
been some backache and slight soreness for which 
she had been treated by her physician for gravel. 
On September 14 she began to have active pain 
over the lower abdomen and right hip, down the 
anterior crural, and sciatica. She had noticed 
a loss of weight and strength since July and 
looked thin and old. Her appetite was very 
poor and she was troubled with constipation. 

Dr. Wells saw her September 18 and found a 
firm, cystic immovable mass filling the pelvis and 
extending up into the abdomen on the right 
side, the uterus being pushed to the left. <A 
physical examination showed no other abnormal 
conditions. Diagnosis of adherent ovarian cyst, 
probably malignant, was made. The patient was 
sent to a hospital and an operation was per- 
formed the day after admission. Operation was 
by median incision. A pseudointra-ligamentous 
cystic tumor of the ovary was enucleated with 
some difficulty and removed. There were no 
adhesions about the region of the appendix. 

The vitality of the patient after the operation 
was very much depressed and she made a slow 
recovery. Her temperature on admission was 
101 deg. F. and remained there until 48 hours 
after the operation. On the 12th day the wound, 
which was thought to be perfectly healed be- 
gan to break and opened up its full length down 
to the fascia, discharging a few drops of a 
yellow, serous, sterile fluid. December 20, there 
were evidences of recurrence manifested by con- 
tinued failure in strength and severe pain in the 





pelvic region, underlying the site of the tumor. 

The tumor, about the size of a small grape 
fruit, was a cyst of the ovary filled with a bran- 
like mass of some necrotic material, character- 
istic of mixed-cell sarcoma. A section from a 
portion of the tumor, not necrotic, showed masses 
of undifferentiated cells (embryonal type) 
which varied much in shape, size and configu- 
ration and between which could be seen inter- 
cellular connective tissue. 


This section seemed to present points of un- 
usual interest and, to settle matters, was sent 
to a number of prominent pathologists, with the 
following results: One held that it was a mixed 
cell sarcoma of the type embryonal, as distinet 
from fibrosarcoma. This class has also been 
called alveolar sarcoma, from the fact that the 
cells are somewhat separated by broader con- 
nective septa. He found great variability of the 
cells, the intercellular substance and the giant 
cells. 

The second pathologist said it was not sarcoma, 
but that the cells were characteristic of an 
epithelial tumor, a carcinoma. 

The third took the position that it was a 
teratoma, saying that a year or two ago it would 
have passed as an alveolar sarcoma, but that 
now, from analogy with testicular tumors of a 
similar character, it must be classed as a tera- 
toma. 

The slide was then sent to a pathologist in 
Vienna, who inclined to the opinion that it was 
an endothelioma. 

They all agreed on one point that it was an 
embryonal tumor of rapid growth and great 
malignancy. 

The apparent rarity of the tumor and these 
divergent opinions from men of the highest rank 
in the work of pathology led to the most care- 
ful examination from many portions of the 
growth, which finally revealed a minute area 
of unaffected ovarian tissue and the advancing 
border of the neoplasm which was invading this 
gave the unmistakable picture of an ordinary 
adenocarcinoma of the ovary. The older por- 
tions of the tumor, where the cells had become 
undifferentiated, gave little on which to base a 
diagnosis. 

Dr. John Van Doren Young reports the next 
ease (1913). His patient was 45, a widow. 
Some fourteen years ago she had an operation 
for laceration of the cervix. She has lost 29 
pounds in two years. Notes pains in the abdo- 
men for the past six months; her bladder be- 
gan to irritate her two years ago. One month 
ago she was treated for cystitis. On July 11, 
1912 her condition was diagnosed as retroverted 
uterus, with multiple cysts of both ovaries of 
large size. ‘ 

She was operated on at the Polyclinic Hos- 
pital July 17, 1912. The usual median incision. 
On opening the peritoneum, large amount of 
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ascitic fluid escaped. Both ovaries were cystic, 
and each was about five inches in diameter. 
Covering the cysts were papillomatous growths, 
adherent to the adjacent structures. The ad- 
hesions separated easily. Numerous small pap- 
illomata were seen on the bladder, peritoneum 
of the abdominal wall, and the intestines. After 
removal of the large growths the uterus was 
found to contain numerous small fibroids, and 
was removed by supravaginal hysterectomy. Re- 
covery was uneventful and the patient has been 
well ever since. 


Three reports were made in 1918, one by Dr. 
John Corcia of New York, one by Dr. Leo S. 
Schwartz of New York, one by Dr. Herrmann 
Grad, also of New York, the latter of which I 
shall mention because of at least one unusual 
feature. It is reported in the Transactions of 
the New York Obstetrical Society, session of 
January 8, 1918 as a ease of double papillary 
carcinoma of the ovaries, united by inflammatory 
adhesions. 

The patient was an unmarried woman of 49 
years, admitted to the Woman’s Hospital com- 
plaining of a metrorrhagia of three months’ 
duration, and of pain in the lower part of the 
abdomen. Family history negative. Menstru- 
ation began at 15, was always regular, moderate 
in amount, lasting for four or five days with no 
pain. The last menstruation could not be de- 
termined, as flowing had been going on more or 
less for the last three months. She had had 
abdominal pain now for several months, worse 
at night. Heart and lungs were negative. She 
had lost much weight, although the abdominal 
enlargement had now been noted for a month or 
more. 

The abdomen was irregularly enlarged to the 
size of a six or seven months pregnancy. On the 
right side, on a level with MeBurney’s point, 
was a protrusion the size of a fist. The mass 
was hard in consistency, but tender to the touch. 
There was dullness on percussion over the en- 
tire tumor which did not change with the po- 
sition of the patient. Bimanual examination 
was difficult on account of the presence of a re- 
sisting hymen. The pressure of a tumor of a 
soft consistency in the true pelvis was obvious. 
The cervix of the uterus was raised up and 
firmly pressed against the os pubis. The fundus 
of the uterus could not be located. A diagnosis 
of ovarian eyst and fibroid of the uterus was 
made and the possibility of malignancy consid- 
ered. 

Operation. The abdomen was opened in the 
midline below the umbilicus but, on account of 
the size of the tumor, the incision was enlarged 
and earried to the left, one inch above the 
umbilicus. On opening the peritoneal cavity a 
large amount of serous fluid escaped. The 
omentum was found adherent to the tumor, as 
were several coils of small intestines. At one 
point the wall of the eyst was very thin and, 





$< 
at this point, a rupture occurred during th 
Caped 


The papillary type of the tumor was nov 
recognized and it was deemed best to clear the 
pelvis of its contents, attacking the uterus firs 
Accordingly, the infundibulo-pelvie ligament 
was cut between clamps and the bleeding points 
tied. The cervix was now divided and the broad 
ligament on the opposite side clamped off fron 
below. In this manner the uterus with both 
ovarian neoplasms was removed in one mag 
It was then found that both tumors had fusej 
by an inflammatory adhesion. No other peri- 
toneal implantations were found. Diagnosis of 
papillary and glandular cystic carcinoma of the 


manipulation. <A large amount of fluid es 
into the peritoneal cavity. 


ovary was made. 


Pathological report, macroscopic: Both tube 
are slightly thickened. Both ovaries are changed 
into large cysts, which were collapsed when re. 
ceived. One cyst shows extensive, very fibrous, 
yellowish papillations on the inner surface; the 
other, slightly smaller, ovarian cyst fuses with 
the first and shows a fairly smooth inner sur. 
face. A solid, very fibrous, tumor mass, 8 em. 
in diameter, was received separately ; the uterus 
measures 7 by 4 by 3 em., and shows a small sub- 
mucous myoma. Several sections from papillary 


eyst and from uterus were taken. 


Miscroseopie. The section shows a mucosa of 
normal type. The tube was densely infiltrated, 
and edematous musculature. Two sections from 
the cysts show a variety of epithelial structures 
penetrating and solid masses of cells with 
marked optical unrest are not uncommon. Only 
a few portions of one section show papillations. 

Two interesting reports are made for 1922, 
one by Dr. Frederick Bancroft, of New York 
Hospital, who had three eases of bilateral tumors 
of the ovary, one of them a papillary cyst- 
adenoma, because they show the tendeney of 
tumors of the ovary to be bilateral, and the 
necessity, therefore, in certain types of ovarian 


tumors, to perform a double oophorectomy. 


The ease was that of a girl of twenty, ad- 
mitted to New York Hospital, September 18, 
1922. The chief complaint was of swelling m 


> 


the abdomen for a period of four years, but 
within the last two weeks it had increased rap- 
idly with indefinite pain in the back and abdo- 
men. Menstrual history normal. Oceasionally 
vomits and for these two weeks has suffered 


from diarrhea. 


Physical examination revealed a large, eysti¢ 
tumor which extended well above the umbilicus. 
The tumor had a depression in the median line, 


so that it felt almost as if it were bilateral. 


did not move with respiration. There was 
tvmpany in the flanks, but none anteriorly. 
Vaginal examination showed normal-sized uterus 
anteflexed, and no bulging in the lateral fornices. 

Double evstie congenital kidney was ruled out 


by the aid of cystoscopy and ‘fluoroscopy. 


May 3, 19% 
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barium enema revealed the colon normal, except 
that it was pushed out on both sides by some 
mass. 

Operation (September 23). A large ovarian 
tumor extending away up in the intercostal re- 
gion, was removed through an excision extend- 
ing from the pubis to about three inches above 
the umbilicus. The tumor was removed with- 
out aspiration, as it was thought possible it 
might be a malignant intracystie papilloma. The 
tumor was given to the pathologist who found 
that it contained a papillary cystadenoma. 

The other ovary was apparently normal in size 
and appearance. These papillary eystadenomata 
are apt to be bilateral and a study of his pre- 
vious cases showed that these growths occurred 
in the other ovary and that a second operation 
was usually necessary. For this reason the other 
ovary was removed and, upon examination in 
the pathological laboratory, was found to con- 
tain a small papillary eystadenoma, about 1 em. 
in diameter, close to the surface of one pole. 
The ease shows the absolute necessity of remov- 
ing both ovaries, even in young women, with 
this type of tumor. 

We now come back to Dr. Le Roy Browne, 
who reported a case in 1908, which has already 
been considered. At a meeting of the Section on 
Obstetrics and Gynecology of the New York 
Academy of medicine, of date November 28, 
1922, he reported a case of ovarian papilloma 
with secondary involvement of the abdominal 
wall, eighteen vears after subtotal hysterectomy 
for fibroid with retention of adnexa, which 
seems worth reporting in toto. 

The patient, a married woman without chil- 
dren, first came under Dr. Browne’s care in 
1904, being then 34 years old. She then pre- 
sented a bleeding fibromyoma, reaching to the 
umbilicus. A sub-total hysterectomy was done, 
with retention of the both ovaries and tubes. 
Recovery was smooth and athermie. 


The patient was not seen again until August, 
1922, which was eighteen years after the orig- 
inal operation. Up toa vear before she had been 
in excellent health. She first noticed a pain- 
less lump in the abdominal wall to the left of 
the section scar. The lump increased in size, 
and for five months she had had occasional 
nausea and symptoms of indigestion. She was 
well nourished, with firm, thick abdominal wall, 
and no evidence of free fluid. The laparotomy 
scar from the operation was firm. To the left 
of the sear was a hard, painless tumor, 3 inches 
in diameter, apparently developed in the ab- 
dominal wall. 

Vaginal examination showed an atrophied cer- 
vical stump. In the right lateral fornix was a 
small ovarian cyst, the size of a large orange 
and partly fixed. The left fornix was free. No 
pain was elicited. The patient insisted on de- 
lay on account of the anticipated marriage of 





an adopted daughter. Three weeks later the pa- 
tient came to the office with alarming symp- 
toms. The nausea had increased to the extent 
of inability to retain food. The abdomen had 
become much distended and mildly sensitive. 
The abdominal wall tumor had changed in con- 
tour, had lost its hardness and was tender. 

The patient entered the hospital after a week’s 
study and preparation; the abdomen was opened 
on diagnosis of malignaney. The free abdominal 
fluid of over three gallons was emptied. The 
abdominal wall tumor to the left of the incision 
was seen to be papillomatous in character, in- 
volving the parietal peritoneum, the overlying 
layers and the rectus muscle. A part of the 
tumor was removed for examination. 

Immediately underlying this tumor and dense- 
ly adhering to it were loops of intestines. The 
ovarian eyst partly filled the true pelvis and, 
projecting from the eyst wall to the lateral wall 
of the pelvis were papillomatous masses. No ex- 
tended examination of the remaining contents 
of the abdomen was made on account of the poor 
condition of the patient. There were, however, 
no other marked secondary papillomatous de- 
posits. The papillomatous abdominal wall tumor 
gave evidence of a secondary implant from the 
papillomatous cyst in the pelvis, this implant 
taking place in the site of the adherent intes- 
tines, the location of the greatest irritation. 


A week later the patient was given deep X-ray 
exposures and, up to the present, has received 
two series of five treatments each. The effect 
of this treatment has been to decrease the size 
of the abdominal wall tumor fully two-thirds. 
The treatment did not decrease the rate of re- 
accumulation of the ascitic fluid. The fact that 
the hopeless condition of this patient is un- 
questionably due to the presence of the con- 
served ovaries with retrograde changes to a 
papillomatous malignant growth, brings up the 
question of at all times conserving adnexa, when 
apparently healthy, after the removal of the 
uterus. 

In this individual patient undoubtedly they 
should have been conserved since, at the time 
of the original operation, she was only 34 years 
old. The trend of the present day custom is 
however, to urge ovarian conservation at all 
times, whether the patient is past the menopause 
or near this period, except in eases of malignant 
disease of the uterus or adnexa. We are in- 
fluenced to a marked degree by the customs and 
thoughts of our own immediate day. Whether, 
however, we conserve the ultimate interests of 
our patients when we preserve the adnexa, about 
the age of the menopause, at the time of the 
removal of the uterus, is still a doubtful question 
with me. 

Dr. Browne recalls that, less than ten years 
previously, in the course of a discussion, the 
question was brought up at a meeting of the 
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American Gynecological Society as to the ad- 
visability of removing the adnexa when doing a 
hysterectomy in a patient about the menopause 
age. The opinions expressed were the result of 
the experience of the operators, yet in spite of 
the fact that internal ovarian secretions were 
just as active at the time of that discussion as 
they are today, we had not had it so constantly 
before our minds as it is at present. 


Four years ago Polak, before the same so- 
ciety, presented a study on the ultimate behavior 
of the conserved ovaries, as taken from a col- 
lection of cases-from his own clinic. In this 
paper, he voiced in every particular my own con- 
victions that, in instances of removal of the 
uterus, the conservation of the ovaries should 
not be a routine measure, but that each case 
should be dealt with individually. I venture 
to predict that, in the near future, the surgeon 
will return to his original line of thought, and 
question the endocrine value of conserved ovar- 
ies when, at the time of the menopause, it is 
necessary to remove the uterus, the basis being 
that a patient’s interests are better considered 
when she is certainly left free of a possible pel- 
vis discomfort with the attendant nervous con- 
dition if the adnexa are removed at the time 
of the hysterectomy. 


The question as to whether these growths are 
benign or malignant from the beginning, or are 
originally benign and become malignant is one 
on which there is wide difference of opinion. 
Williams says the ‘‘growths are derived either 
from this or that;’’ Nagel points out that.... 
might lead to....; Emrys believes thus and so; 
Pfannestiel classifies and describes without in 
any way accounting for anything; Semb divides 
them into malignant and non-malignant, with- 
out doing much else; Griffiths and Williams 
place them on the borderline between the malig- 
nant and the non-malignant; Cohn describes the 
change from the benign to the malignant; Levi 
thinks any of them may become malignant; and 
one opinion is as good as another. Reports are 
to be found which would seem to confirm any 
old opinion. In the same way the prognosis is 
pronounced by one authority as very bad, while 
another is convinced that it is not at all bad. 


Gibbon holds that the results following treat- 
ment (surgical) can best be understood by class- 
ifying them in groups. In the first definite 
group, after extirpation of the primary tumors, 
the metastases entirely disappear in the non- 
malignant types. This spontaneous retrogres- 
sion has been reported by several observers. In 
a second group the tumor recurs locally after 
extirpation locally, in the form of papillary 
nodules at the stump, in the wound, or in the 
peritoneum. In this group recurrences (accord- 
ing to five different observers) have appeared 
at the site of the tumor or in the peritoneum 
after 13, 15, 20 and 21 years, and even affer 


aris, 
that the patient may survive many years in g 
fairly satisfactory condition of health. 


From all that has been said it would seem 
that the prognosis depends on many factors: 
the degree of malignancy of the individual ty. 
mor, the skill of the surgeon, the resistance of 
the individual patient, ete. In any case years 
may be added to the life of the patient, to sq 
nothing of the comfort of an easy mind, by the 
removal of these ovarian growths, no matter 
what the degree of advancement, and no mat. 
ter about anything and regardless of any con. 
ditions whatever, if the life of the patient is 
the question to be decided. 


In a third group the implanted nodules con- 
tinue and spread over much of the peritoneal 
surface, causing adhesions between the intes. 
tines, the accumulation of large amounts of 
ascitie fluid and, finally, death from cachexia or 
intercurrent disease. In the last group the im. 
plantations may rapidly or gradually change 
their type and become malignant, spreading 
through the abdomen and causing distant 
metastases and death. 

Coming now to individual surgeons (the treat- 
ment is invariably surgical) their treatment and 
results, Dr. Wm. J. Mayo says: ‘‘As to papillo- 
matous ovarian cysts, we have had a very high 
percentage of cures since we have practiced 
the removal of both ovaries and tubes, and supra- 
vaginal hysterectomy. It had formerly been our 
experience that, when we removed a tumor of 
one side, a second tumor often formed on the 
other side, and, later a few cases returned with 
cancer of the body of the uterus, so that the 
complete radical operation can be expected to 
eure a very large percentage of cases.”’ 


Dr. A. J. Ochsner (recently deceased): My 
method consists in removing the eyst, both ovar- 
ies, Falliopian tubes, and the uterus, and as 
much of the broad ligaments as I ean without 
endangering the ureters. The recurrence, in my 
experience, has always been in the broad liga- 
ments. 


Dr. George W. Green (Chicago) who has 
made a review of the literature finds only 365 
eases recorded, six of which he considers doubt- 
ful. The first case reported was that of Pro- 
charka in 1812. Dr. Green’s report is of 1909, 
but all of the cases reported in this paper are 
later than that, so that the number would seem 
to be getting close to 400 by 1927. 


CASE REPORT 


A woman aged thirty-one came under my care 
during her first pregnancy which was uneventful 
and she was delivered on April 9, 1922 of a male child, 
weight 8 pounds. Delivery by forceps. Cause Uterine 
Inertia. The puerperium was normal. 

She again became pregnant in 1923 and when 4 
months pregnant was confined to bed for a week 
with pain in lower abdomen, right side. She had 
no temperature no vomiting and no spasm or rig: 





idity of right rectus muscle, but a diagnosis of mild 
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appendicitis was made. She was not operated upon 
owing to the mild symptoms and the fact that she 
was pregnant. She was very obese and as she pro- 
gressed in pregnancy the abdomen enlarged rapidly 
and a twin pregnancy was suspected. 


On March 7, 1924 she was delivered of a female 
child, stillborn with a sacral spina bifida. The ab- 
domen was much distended after the delivery and a 


_ diagnosis of ovarian cyst (right) was made and there 


were pressure symptoms and respiration was em- 
Operation was decided upon and on 
March 13, 1924 the abdomen was opened by a median 
incision. A large ovarian cyst (right) was found, 
loosely adherent to the parietal peritoneum, the cyst 
as large as a foetal head. The adhesions were easily 
separated, the’ pedicle tied and cut, and the stump 
ecvered with peritoneum. The appendix was re- 
moved. The gall bladder region, stomach, left ovary, 
tube and uterus appeared to be normal and the ab- 
domen was closed. The cyst was multilocular— 
showed beginning degeneration. Pathological report 
(papilloma). She made an uneventful recovery and 
was discharged from the Hospital in good condition 
on March 27, 1924. 


In August 1924 she complained of shortness of 
breath and on October 24, 1924 she was taken with 
influenza and on November 10, 1924 developed a right 
sided pleurisy. On November 15, 1924 a pint of 
hemorrhagic fluid was aspirated from right chest. 
The abdomen at this time was enlarged somewhat, 
but no fluid could be demonstrated. The abdomen 
continued to enlarge, respiration became embarrassed 


and she again entered the hospital on December 14, 
1925. 

The face was somewhat edematous. The right 
chest was dull on percussion and breath sounds could 
be heard faintly over whole area. The abdomen was 
enlarged and there was a movable mass in left side, 
otherwise, examination was negative. A left ovarian 
cyst was diagnosed and operation determined upon, 
December 23, the abdomen was opened by a left 
rectus incision and two (2) pints of straw colored 
fluid was found free in abdominal cavity. A left 
ovarian cyst, the size of a large grape-fruit was 
found, pedicle tied, cut and stump covered with 
peritoneum and abdomen closed. This cyst con- 
tained a gelatinous fluid, was multilocular and 
pathological report was Papilloma. 

The visceral and parietal peritoneum was studded 
with nodules which at this time were thought to be 
carcinomatous. 

She made a fair operative recovery and was dis- 
charged from the Hospital January 15, 1926. After 
arriving home she grew progressively worse and died 
suddenly on January 24, 1927. 

I report this to show what I did not do, in this 
case, namely, to remove at the first operation, al- 
though it seemed normal, the left ovary and tube. 
I am sure that should I again have a case of ovarian 
cyst and have any suspicion that it was malignant, 
no matter what the age of the patient, and no matter 
what the condition of the other ovary, I should at 
least insist on its removal together with the tube 
and I am not at all sure but what the uterus should 
also be removed. 





LIGHT AND HEAT IN MEDICINE, SURGERY AND 
PUBLIC HEALTH 
Seconp INTERNATIONAL CONFERENCE, LONDON ( ENG.) 
An Invitation To All American Doctors 


We are asked to invite the attention of all medical 
men and scientists in the United States to the 2nd. 
International Conference on Light and Heat in Medi- 
cine, Surgery and Public Health, which will be held in 
London (Eng.) from 29th. October to 1st. November, 
1928. 

The ist. International Conference on this subject 
which was held in London in December of last year, 
proved to be of very great importance. Among those 
who assisted at the various sessions were such well- 
known English authorities as Prof. Leonard Hill, 
Sir Henry Gauvain, Prof. E. C. C. Baly, Dr. Elkin P. 
Cumberbatch, Dr. A. Fidinow, Dr. Kerr Russell and 
Dr. King Brown. While the foreign specialists who 
read papers included Prof. Huldschinsky (Berlin), 
who first discovered the cure of rickets by artificial 
ultra-violet irradiation, Dr. Franz Nagelschmidt (Ber- 
lin), and Dr. Jean Saidman (Paris). 

An even greater number of prominent medical and 
scientific authorities will take part this year, and it 
is hoped that all American doctors and scientists who 
are able to be in England at the time will make a 
point of attending the Conference. Visits will be 
made to some representative clinics, in order to give 
those attending the Conference an opportunity of see- 
ing modern methods of utilizing light and heat for 
therapeutic purposes. 

The Conference will take place in the University 
of London, South Kensington, S. W. 7. An Exhibi- 
tion of the most up-to-date apparatus and accessories 
for ultra-violet, radiant heat and kindred forms of 
therapy will run concurrently in the Great Hall of 
the University, adjoining the Conference Hall. <A 
special section will be devoted to “Vitamins”. 


Reduced rail fares will he obtainable (within Eng- 
land and Scotland) for those coming to London for 
the Conference. 

For directed information apply to the “British Jour- 
nal of Actinotherapy” (17, Featherstone Buildings, 
High Holborn, W. C. 1.) Hotel reservations will be 
made with pleasure for visitors from abroad.- 


rr 


THE HEALTH OF THE MERCHANT MARINES 


The oldest function of the United States Public 
Health Service, according to recent information, has 
at no time in the last 129 years been of greater value 
in keeping the flag on the seas than at present. 
This comprises the medical aid furnished by the 
Government through the service to American mer- 
chant vessels, and for this specific purpose the serv- 
ice was organized under the act of July 16, 1798. 

The American merchant marine carried in 1798, 
201,562 tons of cargo; it now carries more than 17,- 
000,000 tons annually and is served by nearly 250,- 
000 seamen. The medical relief station now oper- 
ating in 152 ports of the United States and its insular 
possessions are the refuge of sick and injured sea- 
men. 

During the last year there were 356,746 appli- 
cations for treatment of physical examination; 1,288,- 
061 hospital days of treatment were given, and 
632,341 out-patient treatments given. Formerly mer- 
chant seamen contributed directly from their wages 
to the Marine Hospital fund, but direct levies were 
discontinued in 1884 when Congress provided other 
funds. 

A new 250-bed marine hospital is proposed for 
Cleveland, to be built out of funds derived from the 
sale of the present site which cost the government 
$12,000 in 1837 and a portion of which was recently 





sold for more than a million dollars. 
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SOME ASPECTS OF PANCREATITIS* 


BY JOHN P. BOWLER, M.D., F.A.C.S 


ANCREATITIS in its milder form is prob- 

ably much more common than is generally 
thought, but the pre-operative diagnosis of such 
a condition is extremely difficult, and usually im- 
possible. Even the picture attending the sud- 
den, acute, hemorrhagic type is rather variable, 
and a correct diagnosis is seldom made before 
the surgeon opens the abdomen. 


While we do not feel that we ean add any- 
thing new to the subject, we think that the two 
cases, of which we speak, are of interest. As to 
the etiology, opinions differ and theories abound. 
Those who believe in the old theory that pan- 
creatitis is due to the regurgitation of bile into 
the pancreatic ducts have had this theory shaken 
by the work of Mann and Giordanno, who have 
shown that pressure sufficient to cause bile to 
enter the pancreas must be so great as to cause 
rupture of the ducts. However, the regurgita- 
tion of infected bile is a different matter and 
must be considered as a factor in some eases. 
Deaver believes that the condition begins as a 
lymphangitis from a focus of infection in the 
liver or gall-bladder or both with successive in- 
volvement of the lymph-nodes about the cystic 
and common ducts, of the gastro-hepatic 
omentum and down to the glands about the head 
of the pancreas and first portion of the duode- 
num, and finally into the interlobar and interlo- 
bular spaces of the pancreas itself. Experiments 
have shown the presence of such a communica- 
tion between the gall-bladder and pancreatic 
lymphaties. Burden has found that an infilam- 
matory reaction in the common duct is an almost 
constant finding in cholecystitis, and as the com- 
mon-duct passes through the head of the pan- 
creas in two-thirds of cases, the latter could be 
easily infected by contiguity. In 52 of Deaver’s 
cases the head of the pancreas was alone affected. 
Of 79 of Deaver’s cases with a chronic pancrea- 
titis, 91% had biliary infection. It must be 
remembered that there is also a lymphatie path- 
way from the ileocaecal region, suggesting the 
possibility of appendicitis as a cause. 

There are also eases, few in number it is true, 
in which no other intra-abdominal disease than 
the panereatitis is manifest. Such eases may 
well be due to a blood-borne infection, from a 
focus at a distance. Here may be mentioned a 
ease of the acute hemorrhagic type reported in 
1924 by Holden and Moran, where the patient 
had a frontal sinusitis which developed one week 
before the onset of abdominal symptoms and at 
operation there was no pathological process dis- 


*Read at the Annual Meeting at New Castle, June 22, 1927. 


+For records and addresses of authors see ‘““This Week’s Issue,” 
page 592. 
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covered other than in the pancreas. In certain 
hematogenous infections such as typhoid fever 
the condition sometimes occurs. Other possible 
causes may be mentioned in passing, such ag 
pancreatic caleuli, ruptured peptic ulcer, ar. 
teriosclerosis of the pancreatic vessels; with 
trauma or severe physical strain added, aleohol- 
ism, et cetera. 

Symptoms and signs: The clinical picture of 
pancreatitis is best known in its acute form but 
there are no points in the clinical history, in the 
physical examination, or in the laboratory tests 
upon which reliance can be placed. Of the two 
cases we shall mention, one was diagnosed on the 
operating table, and the other at the autopsy- 
table. Sub-aeute attacks may occur as warn- 
ings before the storm breaks, or may evidently 
be overcome spontaneously. It is very common 
to find the so-called chronically thickened pan- 
creas at operation which must be due to the 
effects of mild inflammatory changes in the past. 
Mayo Robson believes that some eases of eatar- 
rhal jaundice may be due to a mild pancreatitis. 
The symptoms of acute hemorrhagic pancreatitis 
may be suggestive of acute gall-bladder disease, 
perforating peptic ulcer, intestinal obstruction 
or other conditions, but as we all know, the pain 
is of a most agonizing, stinging, boring echarac- 
ter. There is marked and early shock. The pain 
is often difficult to localize and is not infrequent- 
ly on the left side in the renal area, but may 
localize in the epigastrium within 48 hours. 
Nausea is a constant feature, and the persistent 
vomiting often suggests a high intestinal ob- 
struction, but the vomitus is never fecal. Hic- 
cough may be a prominent feature. Jaundice 
may be seen after 48 to 72 hours. 

Physical Examination usually shows no 
marked distention of the abdomen. Muscular 
rigidity varies and may be marked or very 
slight. There is often tenderness over both 
upper quadrants and not infrequently in the 
costo-vertebral angle, more on the left. The 
temperature may be normal or slightly elevated. 
The leucocyte count is usually normal. The 
urine may occasionally show sugar. Other tests, 
except the examination of duodenal contents 1 
the chronic forms for the absence of trypsin, are 
of little or no value. 

As far as treatment goes the only hope, of 
course, lies in early operation and drainage. 
Transfusion at the time of operation may be 
life-saving. In the after care a close check on 
the urine and blood-sugar is necessary. By the 
early removal of diseased gall-bladders possibly 
some cases may be prevented, and long continued 
drainage of the common-duct where the pancreas 
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is already involved may help to stop the process. 
Of the two cases to be mentioned one was from 
the surgical service at the Mary Hitchcock Me- 
morial Hospital, and is reported through the 
courtesy of Dr. Percy Bartlett. The other case 
is from the medical service of the hospital. 


Case 1. Male, age 50, admitted to hospital at 5:30 
P. M., October 27, 1926. Unable to walk, doubled up 
with intense abdominal pain. 

F. H. Entirely negative. P. H. General health 
good; always of rather nervous, high strung tempera- 
ment. For past several years has had irregularly 
recurring attacks of upper abdominal distress with 
pyrosis and dull pain. One year ago had test meal 
showing moderate hyperchlorydria; X-ray of stomach 
and duodenum negative, moderate dental sepsis pres- 
ent. For past six months had been on alkalis, with 
considerable relief. 

P.I. Three days ago, patient had onset of dull epi- 
gastric pain more severe than usual, which had per- 
sisted almost constantly up to onset of present acute 
attack. There had been some relief obtained from 
alkalis and antispasmodics. Patient arrived home 
today at 3 P. M., having driven by automobile for 120 
miles. After the noon meal there was slight epi- 
gastric distress, which continued until arriving home, 
three hours later, when he was seized with sudden, 
intense epigastric pain, became nauseated and vomit- 
ed. Was seen a half hour later, morphine adminis- 
tered, and patient brought immediately to hospital. 

P. E. A well developed and nourished middle-aged 
male lying in bed, knees drawn up, apparently in in- 
tense pain; vomiting. Anterior abdominal muscles 
in marked spasm; no localization of pain or tender- 
ness at first. After morphine—slight relief, more 
definite localization of tenderness in epigastrium. 
Pulse 92, small, poor tension. Temperature 97.5. 
Provisional Diagnosis: Perforated Gastric Ulcer. 
Immediate operation advised. 

Operation: Under ether anesthesia a six inch right 
rectus incision was made. On opening the _ peri- 
toneum there was a free escape of blood-stained 
serum which increased on exploration under liver. 
Gall bladder, stomach, and duodenum were negative. 
Head of pancreas was enlarged 2 and nodular. The 
root of the mesocolon showed an extravasation of 
blood behind it; incision of this was followed by the 
escape of a small amount of blood-stained serum. No 
fat necrosis was seen. A gauze drain was packed 
down on the head of the pancreas which was not in- 
cised. Wound closed around drain. Clinical Course: 
Immediate reaction was characterized by marked 
pest-operative discomfort with nausea and vomiting 
and shock. Bloody serous drainage was profuse. 
For three days, gastric lavage was carried out twice 
daily and patient supported by two hypodermoclyses 
of saline daily. On fourth day, nutrient enemas were 
Started. Urine was of high specific gravity, showing 
albumen and casts; no sugar. This improved gradu- 
ally following an increase of the intake by means of 
hypodermoclysis. Acetone appeared in urine on 7th 
day, sugar on the 9th—from that time intravenous 
glucose and insulin were given daily or twice daily 
mm accordance with the report of urinalysis. Blood 
urea, 27.3 mgs.; blood sugar, 160 gms. per 100 cc.; 
on the 24th day, blood urea 22.9 mgs.; blood sugar, 
118 mgs. These estimations were made on blood 
samples taken after fasting. During this period pa- 
tient was given intravenously 20 ec. of 50% glucose 
with § units of insulin, two or three times daily as 
indicated. Hypodermoclysis was decreased as gastric 
toleration improved. 

The skin about the wound became red and irritated 
and there was separation of the suture line down to 
the deep fascia over the upper three-fourths of the 
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wound. This continued to increase for about a month did not complain of pain. 
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but with no exposure of viscera; wound edges were 
held by adhesive for many weeks of convalescence up 
to January 10, 1927, when the skin was reopened over 
the undermined extremities of the wound which then 
healed rapidly. At varying intervals from the sixth 
to the ninth week there were recurring periods of 
chills and fever from three to five days duration with 
no changes in appearance of wound, abdomen, or in 
the urinary output. During last two weeks, general 
condition improved rapidly; on full house diet, urine 
negative, wound healing well, and patient dismissed 
on 79th day following admission. 


The premonitory symptoms in this case are of 
considerable interest, demonstrating the proba- 
bility of a long-standing process terminating in 
an acute hemorrhagic condition, and supporting 
the belief that chronic pancreatitis without acute 
exacerbation is relatively common. The dental 
sepsis of years’ duration in the absence of def- 
inite gall-bladder disease at operation, may be 
considered as a possible contributory etiological 
factor. The absence of fat necrosis was due 
without doubt to the rapidity with which opera- 
tion followed onset of the condition. 


It is generally recognized that permanent pan- 
ereatic insufficiency is conspicuously rare in 
eases of recovery. Yet in this case, with acetone 
and an elevated blood sugar occurring prior to 
the administration of glucose and insulin, we 
have evidence of a temporary damaging of the 
mechanism of the internal secretion. The suc- 
cessful use of glucose and insulin in combating 
the acetonuria was very definite and interesting 
in view of its failure in Case 2. 

This patient has been dismissed from the hos- 
pital almost six months, is working and eating 
full diet ; urinalyses have been entirely negative. 


CASE 2. White, male, age 47. Admitted to the 
hospital September 26, 1926—in a semi-conscious 
state. 


F. H. Negative for diabetes; wife and six children 
living and well. 


P. H. Influenza in 1918—never well since that 
time. 
P. I. In the summer of 1923, patient developed 


excessive thirst, increased appetite, and a polyuria. 
In August, 1923, he had what was termed “a stomach 
upset.” At this time he was found to have diabetes. 
He was in the hospital in September, 1923, for 17 
days and was treated by dietary measures and 
insulin. He was discharged with the urine sugar 
free and the blood sugar normal. He remained more 
or less on his diet and took insulin for the next three 
years, during which time he had recurring attacks of 
weakness and vomiting, but was fairly well until five 
days before admission, when he discontinued the 
insulin for three days. He then took an unknown 
amount, and was almost immediately seized with 
severe, upper abdominal pain, nausea, and vomiting. 
The pain and vomiting persisted until the day of 
arrival at the hospital, and he had become very 
drowsy. Prior to admission his abdominal condition 
was thought to be an intestinal obstruction. 

P. E. Showed a well-developed, somewhat under- 
nourished man in a semi-conscious state with a 
marked acetone odor to the breath. The tongue was 
dry and cracked, pulse rapid and weak, and tempera- 
ture subnormal. The abdomen showed slight disten- 
tion, but there was no spasm, and only slight 
tenderness across the upper abdomen. The patient 
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The reflexes were sluggish and the extremities cold. 
The patient was catheterized and the urine showed 
sugar 4+, albumen 3+, acetone, and hyaline casts. 
The blood sugar on admission was 47 mg. %, the urea 
nitrogen 75 mg. %. The patient was given subcuta- 
neous saline, caffeine, gastric lavage, as well as glu- 
cose and insulin intravenously. But death occurred 
20 hours after admission, although there was a slight 
initial response to insulin. He received a total of 
325 units of insulin, in spite of which the blood- 
sugar rose to 57 mg. % just before death, and the 
acetonuria persisted. No urine was found in the 
bladder two hcurs before death. 

The autopsy, performed one and a half hours after 
death, showed an enlarged, somewhat fatty liver, but 
the gall-bladder and ducts were normal. The pan- 
creas showed an enlargement and infiltration of. the 
head with dark red blood which had spread down into 
the mesocolon. There were areas of fat necrosis 
about the pancreas. The kidneys showed some evi- 
dence of a chronic nephritis. The stomach and trans- 
verse colon were distended but there was no obstruc- 
tion. The urinary bladder contained no urine. The 
microscopic examination bore out the gross findings, 
the pancreas showing the cell-islands in some cases 
congested with outlines indistinct, in other areas, 
shrunken and fibrosed. There were hemorrhagic 
areas in the interlobular spaces, the blood-vessels 
were thickened and the lumen narrowed. Over a 
large portion of some of the sections, the pancreatic 
tissue was totally destroyed, only the fibrous tissue 
framework remaining. Lymphocytic as well as red 
blood cell infiltration was seen here and there. 

The adrenal bodies showed hemorrhagic areas. 
The kidneys showed swelling of the tubules with 
hyaline and fatty degeneration. The lungs showed 
passive congestion. 


The outstanding points in this case were: 

1. The previous history of disturbed pancre- 
atic function producing a diabetes. 

2. The history of vague abdominal distress 
over a period of three years possibly due to mild 
attacks of pancreatitis. 

3. The history of the acute disturbance at the 
onset suggested intestinal obstruction. 

4. The failure to respond to Insulin. The 
function of the Islands of Langerhans must have 
been almost totally destroyed. As a result of 
the shock, the increasing acetonaemia, and the 
cellular changes throughout the body, as well as 
in the kidneys, there was finally a total anuria. 
The cellular depression was too great to respond 
to treatment. 

In Conclusion: We have mentioned two cases, 
one ending in death and one in recovery. In 
the former case the pancreatic function was de- 
stroyed, as seen in the slides shown. In the 
latter case an early operation was performed 
before the onset of fat necrosis, and while there 
was destruction of pancreatic tissue, and some 
temporary depression of the function of the cell 
Islands of Langerhans, conpensation eventually 
occurred. 

The history of both cases suggests previous 
attacks of mild pancreatitis. Such disturbances 
are evidently more common than is usually be- 
lieved. 





DISCUSSION 


Grorce C. Wiikins, M.D., Manchester: Mr. 
President—Different authors divide pancreatitis 








into several classifications, such as the aeute 
hemorrhagic, gangrenous, suppurative, panere. 
atic apoplexy, catarrhal, subacute, chronic, ete 
The various conditions which have brought these 
classifications are really different manifestations 
of the same disease. Pancreatitis can be likened 
to appendicitis in its many phases and degrees 
of severity. As in appendicitis there are two 
general classifications, the acute and chronie, Ty 
the acute disease there is necrosis and hemor. 
rhage. It has been generally believed that this 
acute manifestation starts with hemorrhage, but 
more recent studies have indicated that in all 
probability necrosis appears first followed imme. 
diately by an inflammation and hemorrhage, 

As to the cause of acute pancreatitis, this ig 
always due to a chemical or bacterial irritant. 
The usually recognized chemical irritants are 
first, bile heavily laden with bile salts; and gee. 
ond, the conversion of trypsinogen to trypsin by 
enterokinase. Both of these conditions will pro- 
duce acute pancreatitis. The bacterial origin ig 
from the bile ducts, the duodenum or the lym. 
phaties, and the inflammation is_ especially 
serious if the bacillus coli is the agent. In given 
cases there is much controversy as to the etiologi- 
eal agent and the route by which it reaches the 
pancreas. 

In addition to the etiological theories men- 
tioned by the reader, Archibald has demon- 
strated that sphineteric action at the ampulla 
of Vater does occur and can be experimentally 
produced. Mann and Giordanno have somewhat 
diminished the value of Archibald’s theory by 
demonstrating that muscle fibers also surround 
the pancreatic duct. They have also shown that 
acute pancreatitis can not be experimentally de- 
veloped by elevation of the pressure within the 
pancreatic duct unless the pressure went above 
one thousand millimeters. The normal blood 
pressure in the ducts is 325 to 350 millimeters 
and it has never been obtained physiologically 
over 500 millimeters. Opie’s original theory was 
that plugging of the outlet by stone produced a 
back pressure causing pancreatitis. Deaver’s 
lymphatic theory seems the most probable, and 
his theory is supported by Graham. The route 
of infection is from the portal system through 
the hepatic lymphatics to the gall-bladder and 
the pancreas. It is doubtful that pancreatitis 
can be produced under any conditions by normal 
bile entering the pancreatic duct. Infection is 
the foremost etiological factor. 

The recovery in the first case cited by the 
reader, was due to early operation and tech- 
nically scientific conduct of the case after opera- 
tion. Lavage of the stomach was very impor- 
tant, but I would like to suggest the advantage 
of the moderately small gastroduodenal catheter 
inserted through the nose as being far superior 
to the twice a day stomach tube washing. 

The second ease evidently had chronic pancre- 
atitis before sugar appeared, the advent of the 
sugar showing involvement of the Islands of 
Langerhans. The subsequent symptoms were 
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a 
due to a continuation of the degenerative process 
in the pancreas itself. 

The authors of the paper have indicated the 
symptoms and physical signs of acute pancreati- 
tis in a painstaking manner but we must all eon- 
tinue to be extremely observant if we wish to be 
able to make accurate diagnoses in cases Of acute 


pancreatitis. 


Dr. Frep B. Lunn, Boston: Before the early 
nineties when Opie made his epoch-making dem- 
onstration (by finding at autopsy a stone so 
located that it blocked the ampulla of Vater and 
allowed the bile to enter directly from the com- 
mon duct into the duct of Wirsung) that pancre- 
atitis might be due to the entrance of infected 
bile into the duct of Wirsung, we were very 
much in the dark about the causation of pancrea- 
titis. We knew about its sudden onset, serious- 
ness, mortality, etc., and we knew that if we 
operated and drained the gangrenous or infected 
area, that in the course of the convalescence im- 
mense amounts of what looked like pancreatic 
tissue might slough out, so that it appeared as 
if the patient might have very little pancreas 
left. After Opie’s observation it was ascertained 
by experiment that the injection of infected bile 
into the pancreas would produce pancreatitis, 
and also acids and other chemical substances 
would do the same. However, acute pancreati- 
tis with necrosis is produced by the necrosis of 
any portion of pancreatic tissue. 

It has been demonstrated by experiment that 
the pancreatic ferment, pancreatin, is not active 
until it is activated by a hormone in the intes- 
tine. If the duct of Wirsung be drained into 
the peritoneal cavity in experiments on animals, 
the animals live a long time; on the other hand, 
if the pancreas from one animal be removed and 
placed under antiseptic precautions in the ab- 
domen of another, the animal dies with all the 
symptoms of acute pancreatitis. 


Necrotic tissue of the pancreas activates the 
pancreatic juice, and acute pancreatitis may be 
caused by anything which causes local necrosis 
of the pancreas, embolic abscess or a blood clot 
in one of the pancreatic veins. 


Deaver and Sweet have also demonstrated that 
pancreatitis, especially the subacute variety, 
may be due to direct extension through the lym- 
phatics from an infected gall-bladder and 
liver, and I have seen fat necrosis appear in a 
ease of gall stones while the surgeon was waiting 
for the acute symptoms to quiet down. This 
can only be due to direct extension by the 
lymphatics as there were no stones in the 
common duct. 


I have seen a case of acute pancreatitis in a 
young man of twenty-eight years in which the 
diagnosis was not made, but the condition was 
very acute. On opening the abdomen blood 
escaped as rapidly as it does in a case of extra- 
uterine pregnancy. Needless to say, the poor 
fellow did not get well. 





The cause of chronic pancreatitis is too ex- 
tensive to take up in this connection. 


Dr. J. W. Jameson, Concord: Three symp- 
toms which are usually present in cases of acute 
pancreatitis are— 

Excruciating pain in the upper abdomen, 
usually in the epigastrium and radiating 
through to the back, associated with collapse. 

Cyanosis. 

Marked rigidity of the upper abdominal 
muscles. 

I should like to report two cases: 


Mrs. M., 56, for several years had suffered with 
attacks of pain suggesting gall stone colic—and was 
operated on by me in April, 1924, at which time 
I removed her gall bladder, which was enlarged, 
thickened and contained about eight hundred stones, 
most of which were about the size of a No. 4 shot. 
About the 9th day she complained of severe epigastric 
pain, and vomited several times. Her temperature, 
which had been practically normal, rose to 104, and 
two days later to 105, with continuance of the pain, 
which was controlled only by morphine. There was 
tenderness in the median line about two inches above 
the navel and some resistance of the muscles. About 
ten days later a definite mass the size of a grape 
fruit was felt above the navel; it was tense, tender 
and fixed. Under gas and oxygen the mass was 
opened and about a pint of thick, yellowish brown, 
oily fluid was evacuated. The omentum showed areas 
of fat necrosis. There was a marked irritation of the 
skin from the discharge, which was profuse but which 
gradually subsided. The patient developed a parotid 
abscess about a month following operation but was 
discharged healed about eight weeks after admission. 


I think probably one of the small stones be- 
came lodged at the papilla and her acute pan- 
ereatitis developed as a result. 


Mrs. , 67, for several years slight indigestion— 
no jaundice. 1 saw this patient three days after the 
onset of her illness, which was with severe pain 
located in the upper part of her abdomen. Nausea 
but no vomiting. She was in severe shock when seen 
by her physician but responded to treatment. Her 
pain subsided but did not disappear and required 
morphine. Bowels moved by enemata and there was 
considerable distention. 

She had tender mass palpable in her lower epigas- 
tric region, rigidity of her abdominal muscles—tem- 
perature 101, with pulse of 120, slightly increased 
white count. 

A diagnosis of pancreatitis was made and she was 
operated on; the cavity, which contained fully a pint 
of thick, brownish fluid, was drained and she made 
a complete recovery, though the wound drained for 
several months. 

A short time before the wound healed a large slough 
was removed from the tract. Fat necrosis was pres- 
ent on the omentum and peritoneum in this case. 








SYPHILIS OF THE CIRCULATORY SYSTEM, WITH 
EsPECIAL REFERENCE TO ANEURYSM OF THE 
Aorta (ILLUSTRATED BY Movine PictTurREs) * 


BY ORRIN SAGE WIGHTMAN, M.D..f 


Dr. WiegHTMAN presented a Moving Picture 
Clinic illustrating Syphilis of the Heart and 


*Presented at the Annual Meeting of the New Hampshire 
Medical Society. 





+For record and address of author see “This Week’s Issue,” 
page 592. 
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Cireulatory System with a special reference to 
Aortic Aneurysm. 

His moving pictures illustrated most clearly 
eases taken from the Strecker Laboratory of the 
City Hospital, on Welfare Island, New York 
City. 

The pathology was demonstrated from cross 
sections of microscopie slides which by a clever 
method of enlargement gave the pathologist the 
chance of pointing out the specific lesions he 
wished to ‘illustrate. 

The mode of entry of Syphilis was easily 
traced by way of the small arterioles in the cor- 
onary blood supply. The leucocytes were shown 
en-masse wherever inflammatory changes were 
started. 

Obliteration of the blood supply was likewise 
demonstrated in occluded vessels due to the 
pathological thickening of the vessel walls. 

Dr. Wightman further brought in his pa- 
tients and simultaneously on the screen showed 
the patient as outlined in parallel with X-ray 
pictures. Specimens from these cases were sub- 
sequently carried to autopsy and the findings 


a 
compared with the known pathology of the dis. 
ease. 

Great care was taken to bring out the dee 
seated character of the disease. Stress was laid 
upon the need of long and intensive treatment 
if we were to be successful in effecting an arrest 
or cure of the disease. 


DISCUSSION 


Dr. P. J. McLauenuin, Nashua: I am gure] 
was very much impressed with the conelusions 
of Dr. Wightman that we should be ever on 
the alert, must keep our patient ever under ob. 
servation at all times; keep him treated at all 
times. The question was asked of a patient, is 
it ever cured? The thing I want to drive home 
is this, if this disease enters through the ei. 
culatory system; if it becomes definitely seated 
as a pathological change, you must try to 
abridge the active part of the disease as well as 
you can. You can prevent its spread; you prob. 
ably are able to give definite treatment early, 
You must not let up. I have not even after the 





absence of definite symptoms. 


—— 
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PREMATURE SEPARATION OF THE PLACENTA WITH HISTORIES OF 
THREE CASES* 


BY ROBERT O. BLOOD, M.D., F.A.C.S.T 


REMATURE separation of the placenta is 

one of the unfortunate accidents of preg- 
nancy. By premature separation of the placenta 
we mean its forcible separation from the normal 
site. It usually oceurs in the latter months of 
pregnancy but may occur at any time and may 
be either partial or complete. Rigby in 1775 
was the first to differentiate this condition from 
Placenta Praevia with which it is so often con- 
fused. 

Regarding the etiology, DeLee believes that 


there are three general groups of causes. First 
Pregnancy toxemias and nephritis. Second 
Disease of the endometrian and ovary. Third 


Traumatism. ‘‘Sinece Winter in 1885 directed 
attention to the presence of albumin in urine 
of patients suffering from this accident, Nephri- 
tis, has been regarded as its most common 
cause.’” Someone has said that albumin can be 
found in about 70% of the cases. When we 
consider the individual case it is usually very 
difficult to attribute the separation to any one 
of the above mentioned causes as apparently in 
most of the cases it is difficult to find a definite 
exciting cause. 

Pathological Findings:— The pathological 
findings vary with the individual case. The 
maternal surface of the placenta is covered to 
a greater or less extent by a blood clot the size 
of which indicates very closely the amount of 


*Read at the 
Society on June 22 a 


annual meeting 
nd 23. 192 


of the New Hampshire Medical 


and address of author see “This Week's Issue,” 
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the separation. The condition of the uterine 
wall adjacent to the placental site and the site 
of hemorrhage may show no signs of infiltration 
from the hemorrhage. In other cases the infil- 
tration is so marked that a rupture of the uterus 
may be caused at this point. It will be noted 
also that the point of rupture of the membranes 
is at some distance from their attachment to the 
placenta. 

Frequency :—Authorities differ very greatly 
regarding the frequeney of this accident. Wil- 
liams, in an article in 1915, stated that ‘‘ My own 
experience is that premature separation of the 
placenta is a more common fact in the causation 
of ante partum hemorrhage than placenta prae- 
via and in the last 2,000 labors at the Johns Hop- 
kins Hospital the two complications were noted 
17 and 14 times respectively.’’ 

Holmes of Chieago states that the clinical in- 
cidence is somewhere about one ease in 500. In 
1915 Williams stated that in 3000 deliveries pre- 
mature separation was noted seventeen times, 
but in only eight cases was it so severe as to 
afford a direct indication for terminating the 
pregnancy. 

Various other Hospital Clinies give a ratio 
of about one ease to five and six hundred deliv- 
eries. 

In my own practice I have had three eases, 
histories of which I shall give later. 





Symptoms:—The symptoms vary somewhat, 
but usually show the following :—More or less 
‘acute pain either on one side or the other of the 
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uterus which may or may not be accompanied. by 
eontractions of the uterus, thus in the case where 
external bleeding is to take place the patient 
ysually notices sudden severe hemorrhage vary- 
ing in amount with the amount of separation 
and the degree of contraction of the uterus. 

The symptoms common to both the concealed 
and the external type of hemorrhage are pain 
and the usual constitutional signs of hemorrhage 
such as shortness of breath, pallor and dizziness. 

Differential Diagnosis :—The differential diag- 
nosis is usually not difficult. It must be differ- 
entiated if occurring beyond mid-pregnancy 
from (1) placenta praevia (2) rupture of the 
uterus, (which may or may not be accompanied 
by premature separation of the placenta) and 
(3) ectopic pregnancy. In placenta praevia 
vaginal examination shows placenta easily felt 
through the cervix if there is any dilatation of 
the cervix bleeding is entirely external. Ab- 
dominal examination shows the foetal parts 
easily mapped out without the usual tender tense 
feeling which you get in premature separation. 
In rupture of the uterus abdominal examination 
shows the fetus outside the uterus. It is usually 
fairly easy to feel the uterus at one side of the 
fetus. Ectopic pregnancy past a mid-term is, 
of course, rare and the differential diagnosis is 
again the mapping out of the fetus separately 
from the uterus. The amount of shock in any 
one of the above three, varies with the severity 
of the lesion and the amount of hemorrhage. 

Treatment: — The treatment varies largely 
with the amount of dilatation of the cervix and 
the amount of hemorrhage as shown either by 
external bleeding or the usual symptoms of in- 
ternal bleeding. Where the cervix is dilated or 
easily dilatable the best treatment is usually de- 
livery either by forceps or version. In case 
labor has not begun, the cervix not dilated and 
especially where the fetus is apparently alive, 
Caesarean Section is the method of choice. In 
certain cases with partial separation and small 
amount of bleeding, expectant treatment may be 
perfectly satisfactory. Usually, however, the 
hemorrhage continues to such a degree, until 
after the delivery of the fetus and placenta, that 
it is dangerous to the mother, child, or both. 

I wish to give briefly the histories, physical 
examination and treatment, of three cases, giv- 
ing only that portion of the history and exami- 
nation which refers directly to the condition 
under consideration. 





CasE NuMBER I 


Mrs. E M Married. 
tient apparently at or near term. 

Present Illness:—Patient states that she has had 
irregular pains for about a week. Not severe. Arose 
on October 16th feeling perfectly well. While get- 
ting her husband’s breakfast became faint and dizzy. 
Went to bed and called the doctor. Seen in con- 
sultation shortly thereafter. Vaginal pack inserted 
for profuse bleeding. Patient sent to the hospital 
showing effects of marked secondary hemorrhage. 
Taken immediately to delivery room. 

Physical Examination :—Abdominal 





Age 33. Pa- 


examination 





shows uterus apparently at about term not con- 
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tracting, somewhat boggy on palpation. Bimanual 
examination shows cervix about half dilated, remain- 
der of cervix very thin. Moderate amount of bleed- 
ing. Breech presentation. Membranes unruptured. 
Measurements of pelvis entirely normal. Blood pres- 
sure 90/55. 

Operation:—Patient put on operating table in 
stirrups. Condition so poor that it was necessary to 
give only a very little ether during delivery. Cervix 
dilated without difficulty by Harris Method. The 
legs of fetus brought down, fetus delivered without 
difficulty followed almost immediately by expulsion 
of the placenta, which was covered by a blood clot 
which indicated that it had separated from the 
uterus probably at the time of the original hemor- 
rhage. Membranes ruptured some distance from the 
placenta. Patient was given 1,000 c.c. Saline sub- 
pectorally, aseptic ergot subcutaneously and _ re- 
turned to bed. 

Subsequent History:—Heaters applied around the 
patient, foot of bed elevated, very little hemorrhage 
after returning to bed. Patient had no rise of tem- 
perature. Blood condition rapidly improved. Con- 
valescence entirely uneventful and patient discharged 
on October 31, recovered, except for slight anemia 
which still persisted. 


CAasE NUMBER II 


Mrs. M B Married. Age 19. 

Has had one normal delivery on January 17, 1925. 
Menstrual history has always been regular previous 
to March 16, 1924. Has not menstruated since birth 
of last child nine months ago. Seen first October 22, 
1925 at 2:30 P. M. at her home. 

Present Illness:—Attack of severe pain in lower 
abdomen at about 2 P. M. followed immediately by 
a severe hemorrhage, faintness, shortness of breath 
and thirst. Sent to the hospital in ambulance. 

Physical Examination on arrival at Hospital:— 
Heart weak, regular. Slight contractions of uterus 
which was enlarged to about 6144 months, contrac- 





tions coming every five to ten minutes. Breech 
presentation. No tenderness in abdomen. Uterus 
not boggy. Bimanual examination showed cervix 


dilated only about 114 fingers. Membranes unrup- 
tured. Placenta not felt. Small amount of fresh 
blood coming from cervix. Patient’s condition some- 
what improved over condition when seen at home. 
Blood pressure 85/50. 

History following admission and delivery :—Pa- 
tient continued to bleed a little but never severely. 
Contractions were irregular after 5:25 P. M., increas- 
ing during the night. Delivered by normal breech 
delivery under primary ether at 11:30 A. M., October 
23, 1925 with no lacerations. Placenta expelled al- 
most immediately after delivery of child with no 
excessive amount of flowing. The placenta showed 
a large blood clot covering almost entire area, be- 
ginning to organize. Membranes ruptured at point 
some distance from the placenta. Clot was from 1” to 
11%” in thickness. Foetus at time of delivery about 
6% months. Still birth. Had apparently been dead 
since original hemorrhage. We were never able to 
feel either motion or to hear the fetal heart. 

Subsequent History:—Following the delivery the 
patient’s condition was good except for the secondary 
anemia. Lochia entirely normal. No rise of tem- 
perature. Made an uneventful recovery and was 
discharged from the hospital on November 3, 1925. 
Since this delivery patient has had another normal 
child on February 28, 1927. 


CasE NuMBER III 


Mrs. R L Age 26. 
nancy. 

Past History:—Past history entirely negative ex- 
cept for two previous normal deliveries. Last de- 
livery June 12, 1925. Menstruation has always been 
regular. 





Third preg- 
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Present Iliness:—Has not menstruated since last 
child. First seen on October 12, 1926. At that time 
there was slight nausea and vomiting. Examina- 
tion showed uterus enlarged about three months 
size. Felt motion about October 15, 1926. Patient 
had no swelling, blood pressure: normal throughout 
pregnancy. 

Physical Examination :—March 7, 1927. Abdomen: 
uterus enlarged to about size of term, contracting 
irregularly, no tender areas. 

Reflexes normal. Blood pressure 120/70. 

History of Labor:—Slight irregular pains begin- 
ning at 6 A..M. pains increased in severity and fre- 
quency. At 8:50 A. M. patient had sudden severe 
bloody discharge followed by usual symptoms of 
hemorrhage, shortness of breath, pallor and dizzi- 
ness. Vaginal examination showed cervix fully 
dilated, membranes unruptured. Apparently bleed- 
ing came from around membranes. Placenta could 
not be felt. Patient given ether, prepared for im- 
mediate delivery. Membranes ruptured at 9 A. M. 
The baby delivered by low forceps without lacera- 
tions. Placenta delivered without difficulty at 9:20 
A. M. No marked hemorrhage after delivery of the 
child. On delivery of placenta there was a formed 
blood clot covering about % of the maternal surface. 
Examination of the placenta also shows that the 
rupture of the membranes was at a point some dis- 
tance from the placenta. 

Subsequent History:—Patient’s condition fair after 
delivery. Improved rapidly and made an unevent- 
ful recovery with no elevation of temperature dur- 
ing time in hospital and was discharged on March 
19th in excellent condition. Condition of baby at 
time of delivery good. Baby also had an unevent- 
ful stay in the hospital. 


In conclusion I wish to emphasize the point 
that in dealing with ante partum hemorrhage 
we must always bear in mind premature separa- 
tion of the placenta as a relatively common cause 
of hemorrhage and make a differential diagnosis 
between this condition and (1) placenta praevia 
(2) rupture of the uterus and (3) ectopic preg- 
nancy. This is important because of the neces- 
sary difference in treatment. If the diagnosis 
is made early especially in the case of premature 
separation during labor, it is often possible to 
save both the mother and child by hastening the 
delivery as in case three. 

Three cases, reports of which are given, vary 
somewhat as to their histories and treatment. 
They are all in multipara. In case 1 the hemor- 
rhage followed sudden pain and was very severe. 
Delivery saved the mother’s life with stillbirth. 
Case 2 the history of onset practically the same 
as in case 1. Method of treatment quite differ- 
ent. This patient was treated by expectant 
treatment with a good result as far as mother 
went but again a stillbirth. Case 3 where the 
separation occurred during actual Jabor at hos- 
pital with the cervix dilated. Rapid delivery 
saved both the mother and child. 


DIscUSSION 


Freperic P. Scrrpner, M.D., Manchester: As 
Dr. Blood has stated premature separation of 
the Placenta, causing as it does the so-called acci- 
dental hemorrhage in contradistinction to the 
unavoidable hemorrhage of placenta praevia is 
a very dangerous complication of pregnancy, as 
nearly all the children and a great many of the 











mothers die. Goodell reports a maternal mop. 
tality of 50.9% and a foetal mortality of 94.4% 
The prognosis for the mother is more favorable 
when the fiow of blood is external, as the condj. 

tion is more quickly recognized and proper treat. 

ment instituted. In this form the shock to the 

mother is not so great for the uterus does not 

become distended. In the concealed form there 

is far more danger and here the maternal mor. 

tality is high. As a rule in these cases the 

constitution of the patient is feeble and diseased 

which contributes to a large extent to the high 

mortality. The nearer we are to the completion 

of the second stage, and the more readily the 

cervix can be dilated so as to insure a rapid de. 
livery, the better the outlook. The reason for 
the exceedingly high fetal mortality is probably 

explained by the fact that when blood eolleets 
between the placenta and the uterus, the fetal 
part of the placenta is torn and the child dies 
from hemorrhage, while other causes of fetal 
death are prematurity and asphyxiation from 
interference with the function of the placenta, 
As to treatment many of these cases can be han- 
dled expectantly, but I believe this depends en- 
tirely on the amount of hemorrhage, and the 
symptoms the patient presents. In the presence 
of large severe hemorrhage there are two indi- 
cations: (1) to secure tonic and continuous uter- 
ine contraction, and (2) the emptying of the 
uterus as rapidly as is consistent with the safety 
of the mother. The first indication can be ob- 
tained by rupturing the membranes, massage 
and compressions of the uterus, and hypodermie 
injections of ergot or pituitrin. The speedy de- 
livery by rapid cervical dilation, if it is dilat- 
able, and the use of forceps or version. If it 
doesn’t seem that the cervix can be easily dilated 
then do a Caesarean section. In my own prac- 
tice I have seen three of these cases, the first one 
several years ago, which Dr. Burpee has already 
reported to this society. This case was a multi- 
para who was sent into the hospital in a dying 
condition due to concealed hemorrhage. We did 
a rapid delivery and transfused the mother 
afterward to no avail. In a similar case, now, I 
should transfuse both before and after delivery. 
The second case was in a primipara, a former 
nurse, who was in a pre-eclamptiec state, and had 
been under rigid treatment for this condition for 
about three months. At about the eighth month 
she had a sudden flow of blood, without any 
pain. She came to the hospital where it was 
decided to treat her expectantly as the hemor- 
rhage had stopped. From the time of the 
hemorrhage she ceased to feel any motion. In 
about a week she delivered herself of a dead 
fetus under gas oxygen analgesia, perfectly nor- 
mally; about one-fourth of the placenta was 
found to be necrotic. The third case is one I 
now have in the hospital who was practically at 
full term when she started flowing without pain, 
but again in this case, as the hemorrhage was 
slight, we treated her expectantly and in two 
days she delivered herself of a living baby. Both 
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a 
mother and baby have done well. The placenta 
jn this case also showed areas of necrosis. 


George A. TREDICK, M.D., Portsmouth: I 
have very little to say. I think the paper has 
peen well covered. The discussion has been very 
well taken care of by Dr. Scribner. I think one 
of the essential points is the diagnosis and the 
early decision of what the treatment should be. 


L G. AnrHorne, M.D., Nashua:—I would like 
to report a case. A stormy Sunday morning, 
the stormiest of the season, I was called out 
about 3 o’clock. Found patient was very pale, 





could not have been paler. It would not have 
been safe to take her to the hospital, so I had a 
physician nearby come to give her ether. At 
first, I thought I could apply the forceps but 
did a version, not expecting to get a living child. 
Child was asphyxiated. Showered cold water 
on it and got the child to gasp; both the child 
and the mother lived. 


Dr. R. O. Buioop, Coneord: I just want to 
say that if you fail to make a diagnosis and give 
treatment early you are going to lose both 
mother and child. 
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OBSERVATIONS OF PRESENT DAY APPLICATION OF BLOOD 
TRANS FUSION* 


BY HOMER H. MARKS, M.D.f 


OU will note that the subject of my remarks 
is Observations of Present Day Application 
of Blood Tranfusion. 

Let it be clearly understood that I do not 
pose as a pioneer in this field, neither have 1 
had a large personal experience with the pro- 
cedure. Much of my time during the six weeks 
spent in New York last winter was devoted to 
the study of Blood Transfusion in all its phases, 
and most of the material for this paper was 
obtained at that time. 

Any proven therapeutic measure, having a 
wide range of usefulness, fairly simple in its 
performance, many times spectacular; or even 
dramatic in its results; often prolonging, many 
times saving life and frequently the only pos- 
sible means of successfully combating a desper- 
ate situation, commonly used in all large med- 
ical centers but rarely employed in small com- 
munities or among the medical profession gen- 
erally, except perhaps as a last resort, emer- 
gency measure; seems to me to deserve serious 
consideration and discussion as to the reasons 
for this neglect. 

It would seem then, that the question of blood 
transfusion oceupies rather a unique position in 
the medical field today. 

The history of blood transfusion is very in- 
teresting, but time allows only the briefest 
outline. 

The practice is centuries old and is mentioned 
in the earliest writings of mankind. 

The first authentic case on record is that of 
Pope Innocence VIII who was operated upon in 
1492. The experiment cost the lives of three 
young men and failed to save the Pope. 

From that time until the first part of the 
17th century, it was described and practiced as 
a method of prolonging life by several promi- 
nent physicians. 

By the middle of that period, it had come 
to occupy an established place in surgery, but 


*Read at the Annual Meeting at New Castle, June 22, 1927. 


tFor record and address of author see ‘‘This Week's Issue,” 
page 592, 





as death so frequently resulted, in France the 
procedure was forbidden. 

From that time until the beginning of the 
present century many abortive attempts were 
made to revive transfusion and much clever and 
ingenious apparatus was designed from time to 
time, but no great success resulted. 

With the discovery by Lansteiner and Shat- 
tock in 1900 of the existence of iso-agglutinus 
in the blood of man, the secrets for the failure 
of all those brilliant men of former times was 
definitely proven. It took, however, more than 
ten years to work out and classify the four blood 
groups which are the basis of transfusion as 
employed today. 

This work was accomplished by Jansky and 
Moss who however worked independently of 
each other. 

There quickly followed several different oper- 
ative techniques. Crile was the first to suc- 
cessfully anastomose the vein and artery by 
means of a special canula. 

In 1913 Linderman demonstrated by a 
syringe-canula method, that blood could he suc- 
cessfully passed from one to another, provided 
the interval between the withdrawal and intro- 
duction was sufficiently short as to permit no 
change in the physiological or chemical char- 
acter of the blood. ; 

Next came Ungers two way stop-cork appar- 
atus, and then the Lewisohn sodium-citrate 
method, which permitted blood to remain in 
a receptacle for quite a period of time, so that 
it could even be transported some distance be- 
fore being used. 

Both methods proved immediately practical 
and popular. About this time the Kimpton- 
Brown paraffined tube was developed in Bos- 
ton and is still used there to some extent. 

In 1917 the surgical staff of the U. 8. Army 
made an exhaustive survey of the blood trans- 
fusion problem. They rejected the Crile-Carrel 
methods, as impractical, both requiring. too 
much time and the delicate skill of master sur- 
geons. 
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Substitutes for blood, failed to fulfill the re- 
quirements. Transfusion with preserved red 
cells, while useful, required too delicate a lab- 
oratory technique, the Linderman method took 
too much apparatus, the Unger method seemed 
too complicated, and also required a skilled op- 
erator. The citrate method was finally adopted 
as being the most practical and was extensively 
used during the war, many lives being saved 
as a result. 

Every war has developed some outstanding 
medical achievement, and in the last great war, 
blood transfusion would seem to occupy first 
place. 

There has been much discussion as to the rela- 
tive value of citrated vs. whole blood trans- 
fusion; the consensus of opinion however great- 
ly favors whole blood as being a safer method. 

It has been conclusively demonstrated that 
severe reactions occur from the uses of citrated 
blood in nearly 50% of the cases, and death 
has been noted. The reactions are probably 
due to addition of some foreign chemical to the 
blood, even normal salt solution produces some 
poisons in both the plasma and the serum. 

The modified syringe-canula method of Lin- 
derman, as modified by Stetson, seems to me to 
be the method of choice today. It is quick, 
safe, simple and flexible, absolutely under per- 
fect control at all times, suited to all situation 
from infancy to old age, as much or little blood 
may be given as conditions seem to warrant. 
The procedure may be halted at any time to 
observe effect and then resumed, without any 
break in the technique. No complicated ap- 
paratus is required and the blood is out of its 
natural channel but a few seconds. 


Three things are necessary for its success: 
First, perfect instruments. Second, accurate 
knowledge of the technique and third, practice. 
Two assistants, one trained in withdrawal of 
blood from donor, one untrained for washing 
syringes, are desirable but not essential. 

In emergencies a skilled operator can do the 
work alone. Special cannulae and three or four 
20 ec. Record syringes, four basins of normal 
salt solution, are all the apparatus required. 

A thorough knowledge of typing and group- 
ing of the blood, however, is absolutely neces- 
sary in every case, even in emergency it is not 
safe to use the blood from one’s nearest rela- 
tives. 

Stetson renorts a case of an extreme emer- 
gency where he took blood from a mother to be 
used for her daughter, and although they close- 
ly resembled each other in every respect, a fatal 
reaction occurred after 60 ec. of blood was trans- 
fused. Typing done a few hours later revealed 
two entirely different groups. 

To be prepared for every emergency, a re- 
latively large number of healthy donors, repre- 
senting all four blood groups, who have been 
previously checked for syphilis and tuberculosis, 
asthma, and malaria should be available, and 





as good sized fees are paid to donors there jg 
no great difficulty in securing them in any good: 
sized community. 

Preferably it should be a person between the 
ages of 20 and 40, weighing not less than 150 
pounds. Such a donor can easily spare from 
1000 to 1500 ee. of blood, and will] make y 
the loss in from 8 to 10 weeks. It is not advis. 
able to use the same donor until a period of at 
least 6 months has elapsed. 

With these developments and refinements in 
technique, both in the laboratory and the opera. 
tive procedures has come the gradual broaden. 
ing of the field in which blood transfusion hag 
proved to be of value. 

An analysis of 1000 cases taken from the 
records of the Bellevue Hospital indicates tha 
it is oftenest of value in surgical conditions, 

In cases of shock or hemorrhage and shock 
combined, it is positively the best known thera. 
peutic agent. Gun-shot wounds, fractured 
skull, compound fractures, and violent trauma. 
tism are all common examples of conditions 
where it may be successfully employed. 

In the prenaration of cases for operation; 
such as obstructive jaundice, where clotting time 
is much retarded bv the absorption of bile salts, 
one or two transfusions will bring the clotting 
time of the blood down from say 40 minutes to 
about 6, thus converting a very poor surgical 
risk into a perfectly good one. 

At the Bellevue they have a large number 
of empyema eases among children who come 
for the most part from poor families living un. 
der poor hygienic conditions. Their resistance 
is very low. In these cases blood transfusion 
has given such brilliant results that it is now 
used as a regular routine measure. 

In severe and chronic infections such as osteo- 
myelitis an entirely different situation presents; 
the infective agent is usually the staphylococeus 
a true bacteremia being present. Here as in all 
septic conditions, the exsanguineous method is 
employed. After giving perhaps two transfu- 
sions to correct existing anemia at the next 
about one-third of the amount that is intended 
to be given is first withdrawn, the idea being 
to get rid of a certain amount of toxin and bae- 
teria, so that the dilution of the remaining vol- 
ume will be so much the greater. In these bad 
eases transfusion is done everv 48 hours until 
the blood cultures are negative. Frequently 
from 8 to 12 transfusions are necessary for 4 
eure. It would seem almost useless to under- 
take transfusion in any septic case unless pre 
pared to follow through to a finish. 

At the New York Eye and Ear Infirmary 
transfusion is oftenest employed after nasal and 
tonsil operations where hemorrhage occurs. 

The most striking results however have beet 
obtained in cases of mastoiditis, complicated by 
jugular and sinus thrombosis. In these cases 
repeated transfusions have given recoveries 
over 65% which is truly a remarkable showing. 

Tn cases of severe burns Dr. Roberts of Torot- 
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to and the Bellevue Hospital both report unusual 
results, provided the exsanguineous method is 
employed before much toxin has been absorbed. 
The operation should be repeated everv 48 
hours as in septic cases. 

What surgeon has not had a seemingly clean 
and beautiful piece of work develop into a des- 
perate nerve-racking situation. — A simple ap- 
pendix perhaps suddenly becoming complicated 
with subphrenic abscess requiring of course a 
secondary operation with doubtful and stormy 
convalescence. Here no other agent can take 
the place of blood transfusion, and no patient 
should be denied its use when it is available. 

The obstetrician frequently sees cases where 
blood transfusion would be a real sheet anchor. 
Post partum hemorrhages, placenta previa, 
ectopic pregnancies are common examples. 

Some of the bad malnutrition cases in infants 
ean be saved by transfusion. 

Abortions accompanied either by hemorrhage, 
sepsis or both ; and in that most dreaded condi- 
tion puerperal septicemia where the streptococ- 
eus viridans is the usual offender and when it is 
present, prepare for a real fight. Heroic sup- 
portive measures combined with large frequent- 
ly repeated doses of antistreptococcic serum in 
my hands have given fair results, but when one 
recalls some of those cases where from day to 
day the blood could be seen becoming paler and 
paler as it flowed out through the needle when 
the serum was administered, one cannot help but 
wonder how many might have been saved by 
blood transfusion intelligently administered. 


Dr. Stetson reports having treated more than 
100 cases of septicemia with better than 50% 
recoveries. In on instance he gave a total of 
5600 ee. of blood, withdrawing 1200 ee. 

Except in the cases which were practically 
moribund when first seen, the most frequent 
cause of death was either pneumonia or menin- 
gitis which usually occurred after apparent re- 
covery from the primary disease. What other 
procedure offers such gratifying results? 

In hemorrhage of the new born, blood trans- 
fusion is said to be practially a specific. Stet- 
son reports a case where an infant three weeks 
old breathing in gasps about 6 times to the min- 
ute, was in less than half an hour, made a rosy- 
cheeked child with good pulse and a lusty ery, 
and is now a strong robust boy of 7. 

The general practitioner sees many of the 
cases already mentioned, as well as practically 
all the different anemias. 

In the pernicious type, life is prolonged and 
symptoms relieved sometimes for years. Here 
transfusion is indicated when the hemoglobin 
gets down to 40, or below, or when distressing 
symptoms arise ; at least 1000 ec. of blood should 
be given, and as a rule does not need to be re- 
peated for a long time. Experience proves that 
no other agent offers the same benefit. And, if 
in addition the high protein diet of Minot com- 
bined with large doses of dilute hvdrochloriec 





acid is employed, the results are still more 
gratifying. 

In leukemia, Hodgkins’ and Banti’s disease 
only transitory help can be expected. 

In hemophilia, blood transfusion is a specific 
although the results are not permanent. 

Gas poisoning cases have been successfully 
treated by large exsanguineous transfusions. 
None of these have come under my observation. 
At the Bellevue transfusion has been suecess- 
fully employed in eases of typhoid fever, for 
both toxic and hemorrhagic conditions, also in 
lobar pneumonia, gastric and duodenal uleers, 
erysipelas, acute arthritis, pyelitis and encepha- 
Jitis. 

T. B. cases, seemingly hopeless, have been 
given a new lease of life by transfusion, resist- 
ance increased and the general condition brought 
to a point where the disease was overcome. 

From this brief study and analysis, the follow- 
ing conclusions may safely be drawn: 

1. Direct W. B. T. is a safe and fairly simple 
measure. 

2. Blood Typing and grouping is absolutely 
essential to success. 

3. That Blood Transfusion should no longer 
be considered solely as an emergency measure, 
but is a therapeutic agent having a wide field of 
usefulness. 

4. That at least one man in each community 
should be equipped to perform the operation, 
and that physicians should differentiate their 
eases and make use of his skill. 

My plea is this—make use of Whole B. T. as a 
routine therapeutic measure, and do not employ 
it simply as a preliminary gesture to the under- 
taker’s summons. 

I desire at this time to pay a special tribute 
to Dr. Rufus E. Stetson, who is today probably 
the leading haemotologist in New York City, one 
of the most courteous, likeable and helpful men 
I have ever chanced to meet. When I was in 
New York last winter, he allowed me to use his 
laboratory for blood analysis, made it possible 
for me to be a witness or assistant in nearly 
every transfusion which he performed while I 
was in the city. He turned over his own, as well 
as the records of the Bellevue Hospital and New 
York Eye and Ear Infirmary for my use. 

Such contacts with big men make one proud 
of one’s profession and compensate somewhat 
for the many trials and unpleasant things that 
are encountered in the practice of medicine. 

Sometimes I wonder if we small fellows are as 
helpful and charitable to each other as we should 
be. Are we not too much hampered by petty 
jealousies and trivial personalities? Do we al- 
ways work together in proper harmony and ac- 
cord? 

The day of individualism in medicine has 
passed. The group idea is succeeding it. 

Recent advances along lines of physiological 
and chemical medicine have revolutionized the 
diagnosis and treatment of many conditions. 
The pathologist and laboratory man is an abso- 
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lute necessity. The specialist, as well, must 
frequently be consulted before a rational, sound 
and conclusive diagnosis can be made of a pa- 
tient’s ailments and an intelligent treatment 
. earried out. 

Should we not then cultivate a better spirit 
of loyalty one for the other, and thus by a closer 
codperation better serve the public with much 
more comfort and satisfaction to ourselves. 
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DISCUSSION 


Joun F. Houmes, M.D., F.A.C.S., Manches- 
ter: Dr. Marks’ introduction is highly com- 
mendable, a leaven which will be very helpful 
to the Society and if he had said nothing more 
his paper would be a contribution of great value. 


His observations of the present day applica- 
tion of blood transfusion were made at the foun- 
tain head, namely in New York City. We are 
indeed fortunate in having a member of our So- 
ciety sufficiently interested to make such obser- 
vations and with the ability and the disposition 
to bring to us a concise, unbiased presentation of 
the facts. It is one of the best papers on blood 
transfusion that I have ever had the pleasure of 
listening to and I am in full accord with Dr. 
Marks’ observations. 


I will not mention: the methods of blood trans- 
fusion except to agree with Dr. Marks that the 
whole blood method is preferable. Blood trans- 
fusion is not a cure-all but it has a wide field of 
usefulness which is not generally known and a 
wide range of application which is even less gen- 
erally appreciated. For instance in combating 
infectious processes by transfusion it is usually 
desirable to give relatively small doses, fre- 
quently repeated; hemorrhagic disease of the 
newborn usually requires only one transfusion, 
but should be a fairly large one; pernicious ane- 
mia requires massive transfusions; the treatment 


a 
of burns requires still another application of the- 
measure—the so termed exsanguination trangfp. — 
sion. It is desirable to use the same reasonj 
in the application of blood transfusion as is ugeg 
in any other surgical or therapeutic measure 
We must strive to assist nature in overeoming- 
disease. Resistance to disease is made in part 
at least through the medium of the blood. 4 
patient with a 50% blood is like an army only 
half equipped. Relatively speaking a patient. 
with 35% hemoglobin when raised to 70% hemo- 
globin has doubled power to overcome disease. 
It is this common sense, logic and understanding: 
that points the way to the great field of usefyl- 
ness for blood transfusion. There are immunity 
possibilities and certain specific reactions and 
stimulations that are known to occur in certain 


rinstances following blood transfusions; but the 


great field of application for blood transfusion js. 
in supplementing the blood depleted patients go- 
that they may be better equipped to overcome 
the pathological or bacteriological process with 
which they are afflicted. 

From this view point one can readily see that. 
blood transfusion should be applied according to- 
the need of the patient. It should be applied 
when that need is evident and not as a Jast. 
resort. 

A glance through the wards of any general 
hospital will show many patients anemie, de- 
pleted; this is particularly true of cases of pro- 
longed infections such as osteomyelitis, broncho- 
pneumonia, tuberculosis, mastoid disease, furun- 
culosis, ete. Most of these cases recover spon- 
taneously ; but, the ones that do not seem to be 
getting along well, will usually be greatly bene- 
fited by blood transfusion—in fact the results 
are often surprisingly satisfactory, this is par- 
ticularly true of children. It is in this great 
field of possibilities that blood transfusion is 
often given little or no consideration. 

There is a prevailing idea that blood transfu- 
sion is a procedure of last resort and that if one 
transfusion does not cure it is futile to further 
transfuse. These are ghosts of the past dissi- 
pated by the present day application of blood 
transfusion so fairly and ably set forth by Dr. 
Marks. I heartily commend and endorse his 
most excellent paper. 





THE ANNUAL MEETING OF THE NEW HAMP- 
SHIRE STATE MEDICAL SOCIETY 


The annual meeting of the New Hampshire State 
Medical Society will take place at the Carpenter 
Hotel, Manchester, N. H., May 15 and 16, 1928. The 
Manchester members of the State Medical Society 
have been delegated a committee of arrangements. 
The committee is as follows: 


General Chairman, Dr. A. J. Pitman, President of 
the Manchester Medical Association. 

Location—Dr. Geo. C. Wilkins, chairman; Dr. A. 
S. Merrill, Dr. J. O. Gagnon, Dr. F. P. Scribner, 
Dr. J. J. Powers, Dr. J. B. Larochelle, Dr. J. N. Fri- 
borg. 

Program—Dr. W. A. Thompson, chairman; Dr. H. 
S. Pattee, Dr. T. L. Togus, Dr. W. T. Crosby, Dr. 
B. P. Burpee, Dr. W. J. Russell, Dr. Geo. F. Dwinell, 








Dr. Geo. M. Watson, Dr. J. Deitch, Dr. Ezra Jones, 
Dr. Maurice Watson. 

Reception—Dr. D. C. Norton, chairman; Dr. H. A. 
Streeter, Dr. J. F. Robinson, Dr. Zatae L. Straw, Dr. 
Z. A. Lavoie, Dr. G. F. Sheehan, Dr. E. D. Miville. 

Banquet—Dr. M. P. Badger, chairman; Dr. C. 0. 
Coburn, Dr. W. A. Bartlett, Dr. D. J. Sullivan, Dr. 
P. Bergeron, Dr. J. S. Bragg, Dr. B. E. Sanborn, Dr, 
G. E. Hoffses, Dr. Robert Flanders. 

Entertainment and Transportation—Dr. Geo. V. 
Fiske, chairman. 

Exhibition—Dr. D. W. Parker, chairman; Dr. C. 
E. Dunbar, Dr. H. W. N. Bennett, Dr. H. E. Powers, 
Dr. Bruce Snow. 

Finance—Dr. E. J. Brown, chairman; Dr. Emdop 
Fritz, Dr. Damase Caron. 

Publicity—Dr. J. F. Holmes, chairman; Dr. F. N- 
Rogers, Dr. M. H. Towle. 
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OFFICERS 


The officers of the State Society are: Dr. Emery 
Fitch, Claremont, N. H., President; Dr. J. J. Cobb, 
Berlin, N. H., Vice-President; Dr. D. E. Sullivan, 
Concord, N. H., Sec.-Treasurer, 

The Councilors and the years in which their terms 
axpire are: Clifton S. Abbott, Belknap County, 1928; 
George W. Weymouth, Grafton, 1928; A. A. Pratte, 
Cheshire, 1929; Emery M. Fitch, Sullivan, 1929; 
Henry H. Amsden, Merrimack, 1930; George C. Wil- 
kins, Hillsborough, 1930; Abram W. Mitchell, Rock- 
ingham, 1931; Harry O. Chesley, Strafford, 1931; 
H. H. Marks, Coos, 1932; F. E. Clow, Carroll, 1932. 

The Trustees and the years in which their terms 
expire are: Thomas W. Luce, Portsmouth, 1928; 
Alpha H. Harriman, Laconia, 1929; Ira J. Prouty, 
Keene, 1930. 

The House of Delegates: Speaker, Fred E. Clow, 
Wolfeboro; Vice-Speaker, Elmer H. Carleton, Hano- 


ver. 
HOUSE OF DELEGATES 


The President of the Society, ex-officio. 

The Vice-President of the Society, ex-officio. 

The Secretary-Treasurer of the Society, ex-officio. 

Rockingham County—Samuel T. Ladd, Ports- 
mouth; Thomas W. Luce, Portsmouth. 

Merrimack County — Harold J. Connor, Concord; 
Thomas P. Dudley, Concord; William P. Clough, New 
London. 

Cheshire County—George D. Emerson, Fitzwilliam; 
Frank Dinsmoor, Keene. 

Grafton County—G. A. Weaver, Bradford, Vt.; 
A. W. Burnham, Lebanon; F. P. Lord, Hanover. 

Sullivan County—Howard A. Hanaford, Newport; 
Henry C. Sanders, Jr., Claremont. 

Hillsborough County—D. G. Smith, Nashua; F. P. 
Scribner, Manchester; A. L. Wallace, Nashua; H. O. 
Smith, Hudson; J. F. Holmes, Manchester 

Belknap County—R. W. Robinson, Laconia; Charles 
H. Harmon, Meredith. 

Carroll County—Fred E. Clow, Wolfeboro; B. Frank 
Horne, Conway. 

Strafford County—J. C. Lawlor, Dover; D. L. Stokes, 
Rochester. 

Coos County—R. E. Wilder, Whitefield; Homer H. 
Marks, Berlin. 





HOUSE OF DELEGATES 
Monpbay, May 14, 7:30 P. M. 
Hotel Carpenter 


ORDER OF BUSINESS 
Subject to Approval of the House 


Call to Order. 
Roll Call. 
Minutes of last meeting. 
Remarks by the Speaker. 
Appointment and Selection of Committees. 
Reports of Officers. 
Reports of Standing and Special Committees. 
New Business. 
Unfinished Business. 
10. Report of Committee on Nominations. 
business of second day.) 
11. Election of Officers. 
12. Unfinished Business. 
13. Adjournment. 


ee eee ere 


(First 


The Ladies’ Entertainment Committee extends to 
the wives of the physicians a most cordial invitation 
to visit Manchester during the meeting. 

Every member is requested to register and receive 
a badge before entering the General Assembly Hall. 








Ample provisions will be made for these purposes. 
Please present your membership certificate when 
registering. 

The maximum time consumed by essayists should 
not exceed twenty minutes. This time limit, how- 
ever, does not apply to invited guests. It is sug- 
gested that the salient features of papers be present- 
ed within this time, reserving the complete elabora- 
tion for publication in the JournaL. Discussions will 
be limited to five minutes for each speaker. 

On arising to discuss a paper, the speaker will 
please announce his name plainly and then walk for- 
ward to the platform so that the audience and the 
stenographer may plainly hear what is said. 

Discussion of papers is open to all members and 
guests of the Society. It is not limited to those 
named on the program. 

All meetings will be called to order promptly at 
the hour stated. 

The Woman’s Auxiliary to the New Hampshire 
Medical Society will hold its Executive Board meet- 
ing and its business sessions on Tuesday and Wednes- 
day, May 15 and 16. The Hillsborough County Aux- 
iliary will entertain the ladies at a card party at 
the Manchester Country Club, Tuesday afternoon. 
Wednesday noon there will be a luncheon for Auxili- 
ary members and other visiting ladies. A bulletin 
containing this program in detail will be sent to 
each Auxiliary member on May Ist. 


TUESDAY EVENING AT 7 O’cLocK 


THE BANQUET 
Dr. Robert H. Brooks, Anniversary Chairman. 


SPEAKERS 

Emery M. Fitch, M.D., President of the New Hamp- 
shire Medical Society. 

Huntley N. Spaulding, Governor. 

Mr. Walter Bucklin, Boston, Mass. 

Rt. Rev. John T. Dallas. 

Morris Fishbein, M.D., Chicago, Editor of the Jour- 
nal of the American Medical Association. Subject: 
Fads and Quackery in Medicine. 


During the evening there will be music by the 
orchestra and a male quartet. 





GENERAL MEETING 
TurespAy, May 15, 10 A. M. 


Call to order by the President, Emery M. Fitch. 

Invocation, the Rev. Stoddard Lane. 

Address of welcome by the Mayor, the Hon. Arthur 
E. Moreau. 

Report of Committee on Arrangements, Arthur J. 
Pitman. 

Introduction of visiting Delegates. 

Introduction of members fifty years in practice. 

Latent Tuberculosis in Children and Its Relation 
to the Campaign for the Prevention of the Disease. 
Robert B. Kerr, Manchester. Discussion: Benjamin 
P. Burpee, Manchester; Stillman G. Davis, Nashua. 

Myiasis, with report of case. Henry C. Sanders, 
Jr., Claremont. Discussion: Burton D. Thorpe, New- 
port. 

Pelvic Outlet Contraction in Pregnancy, a Case 
Report, illustrated. Cleon W. Colby, Exeter. Discus- 
sion: Harry O. Chesley, Dover; Donald C. McLachlan, 
Portsmouth. 


TuESDAY, May 15, 2 P. M. 


The General Practitioner of Medicine and His Rela- 
tion to Surgery. Joseph J. Cobb, Berlin. Discussion: 
David W. Parker, Manchester, From the viewpoint of 
the Surgeon Specialist; Homer H. Marks, Berlin, 
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From the viewpoint of the Physician and Surgeon. 
The Early Diagnosis and Prognosis of Carcinoma 


Dis- 
H. 


of the Uterine Cerviz. 
cussion: James B. Woodman, 
Holmes, Manchester. 

Treatment of Uterine Carcinoma. George C. Wil- 
kins, Manchester. Discussion: Howard N. Kings- 
ford, Hanover; David W. Parker, Manchester. 

WEDNESDAY, May 16, 10 A. M. 

The Other Side of Country Practice. Ralph W. 
Tuttle, Alton. Discussion: Fred E. Clow, Wolfeboro; 
Abram W. Mitchell, Epping. 

Toxic Hepatitis with Splenomegaly Following 
Pregnancy. John Pollard Bowler, Hanover, and Rolf 
C. Syvertsen, B.S., Department of Histology, Dart- 
mouth Medical School. Discussion: Fred E. Clow, 
Wolfeboro; Benjamin P. Burpee, Manchester. 

Fibroid Tumors of the Uterus. James W. Jameson, 
Concord. Discussion: John F. Gile, Hanover; Eu- 
gene B. Eastman, Portsmouth. 


WeEpDNESDAY, May 16, 2 P. M. 
The President’s Address. Emery M. Fitch, Clare- 


Henry Schmitz, Chicago. 
Franklin; John 


mont. 
A Remedy for Erysipelas. Joseph C. Tappan, 
Derry. Discussion: Henry W. N. Bennett, Manches- 


ter; George C. Wilkins, Manchester. 

Socialization of Medical Practice. Morris Fishbein, 
Chicago, Editor of the Journal of the American Medi- 
cal Association. Discussion: William E. Reed, Nash- 
ua; Clarence E. Butterfield, Concord. 

Report of House of Delegates. 

Report of Trustees. 

Installation of Officers. 

Let every member realize he will learn something 
through attendance at these meetings and arrange 
his business so as to be present. 





List oF EXHIBITORS 


Abbott Laboratories, Pharmaceuticals. 
Nellie Bartlett, Spencer Corsets. 


HILLSBOROUGH COUNTY MEDICAL SOCIETY 

The 23rd annual meeting of the Hillsborough 
County Medical Society was held at the Country 
Club, Nashua, N. H., Tuesday, April the 3rd, 1928. 
Committees were appointed to draw up resolutions 
on the death of three members: Drs. A. F. Mulvanity 
and I. G. Anthoine of Nashua, N. H., and Dr. E. C. 
Tremblay of Manchester, N. H. 

Dr. Emery Fitch of Claremont, N. H., President of 
the New Hampshire Medical Society, presented the 
problem of Medical Defense in New Hampshire, and 
it was unanimously voted to indorse the Maine plan 
of medical defense. It is expected that some definite 
action will be taken at the next annual meeting of 
the State Society, to be held at Manchester, N. H., 
May 15 and 16, 1928. 

Dr. Wm. P. Murphy of Boston gave a talk on 
“Pernicious Anemia and the results obtained by the 
use of liver and liver extract”. This treatment of 
pernicious anemia is revolutionary. Dr. Murphy’s 
paper was very helpful. It was enthusiastically re- 
ceived and discussed at length. 

Dr. Seth, gubstituting for Dr. Arthur R. Kimpton 
of Boston, Mass., read a paper on “Purpura Hem- 
orrhagica’”’. He emphasized the difficulty in, and im- 
portance of, a definite diagnosis. Blood transfusion 
appears to be the palliative and supportive measures; 
splenectomy the curative measure. His talk was 


well presented and interesting. 
The president of the Society, Dr. G. S. 
Hollis, presided. 


Hazzard of 





Ciba Company, Pharmaceuticals. 

J. Emory Clapp, Electro Therapeuties. 

Otis Clapp & Son, Inc., Pharmaceutica] 

Warren E. Collins, with E. F. Mahady oes 
lism Apparatus. 

Cote Bros., Food Products. . 

L. A. Crossett Co., Orthopedic Shoes. 

Eastern Dairies, Inc., Ice Cream and Creamery 
Products. 

Mrs. Alida Fontaine, Surgical Belts. 

H. P. Hood & Sons, Inc., Dairy Products. 

Horlick’s Malted Milk Corp., Malted Milk and Fooq 

Lederle Antitoxin Labs., Pharmaceuticals and Ap. 
titoxins. 

E. F. Mahady Co., Surgical and Scientific Ingtrp. 
ments. 

Malcolm MacLean Co., X-Ray and Physiotherapy 
Equipment and Accessories. 

Manchester Supply Co., Sanitary Equipment. 

Massachusetts Limb and Brace Co., Artificial Legs, 

Mellin’s Food Co., Mellin’s Food for Infants and 
Invalids. 

Merck & Co., Pharmaceuticals. 

Merrell-Soule Co., Inc., Klim and Borden’s Malted 
Milk. 

J. J. Moreau & Son, Hardware Products. 

National Biscuit Co., Food Products. 

The Chas. H. Phillips Chemical Co., Milk of Mag. 
nesia. 

Piper-McIntire Co., Pianos and Victrolas. 

Pitman, Moore Co., Pharmaceuticals. 

Public Service Co. of New Hampshire, Electrica] 
Equipment. 

G. S. Stoddard & Co., Inc., Pharmaceuticals. 

Surgeons & Physicians Supply Co., Surgical and 
Medical Supplies. 

Tailby-Nason Co., Pharmaceuticals. 

The Upjohn Co., Pharmaceuticals. 

John B. Varick Co., X-Ray Photographic Supplies, 

Victor X-Ray Corp., X-Ray and Electro Therapeu- 
tics. 

Burroughs Wellcome & Co., Pharmaceuticals. 





The following officers were elected for the ensuing 
year: President, Dr. W. A. Thompson, Manchester; 
Secretary-Treasurer, Dr. D. G. Smith, Nashua; Ex- 
ecutive committee, Dr. C. O. Coburn, Manchester; 
Dr. C. E. Dunbar, Manchester; Dr. P. J. McLaughlin, 


Nashua; Dr. F. B. Foster, Peterborough; Dr. H. E. 
Thompson, Nashua; Auditor, Dr. M. A. Sweeney, 
Nashua. Delegates to the House of Delegates of the 


New Hampshire Medical Society were elected as fol- 
lows: Dr. Frederick P. Scribner, Manchester; Dr. 
H. O. Smith, Hudson; Dr. D. G. Smith, Nashua; Dr. 
A. L. Wallace, Nashua, and Dr. John F. Holmes, 
Manchester. Alternate delegates were Dr. Charles 
Cutler, Peterborough; Dr. J. Franklin Robinson, 
Manchester; Dr. Oscar Burns, Milford; Dr. Benjamin 
Sanborn, Manchester, and Dr. O. Maynard, Nashua. 
Hillsborough County includes the cities of Man- 
chester and Nashua and is the largest County in the 
state. It has 145 members. 

Much credit is due the secretary, Dr. Deering 
Smith of Nashua, for arranging one of the most in- 
teresting meetings in the history of Hillsborough 
County Medical Society. 


WOMAN’S AUXILIARY 


The Woman’s Auxiliary to the Hillsborough 
County Medical Society held its third annual meet- 
ing at the Nashua Country Club, Nashua, N. H,, 
Tuesday, April the 3rd, 1928. 

Mrs. John F. Holmes of Manchester, N. H., the 





president, presided. A ‘report of the semi-annual 
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meeting held at the Manchester Country Club, Man- 
chester, N. H., in October, 1927, was read by the sec- 
retary, Mrs. J. Franklin Robinson of Manchester, 
T isce Anna C. Lockerby, Superintendent of the 
Memorial Hospital, Nashua, N. H., gave a splendid 
talk on “The Physically Fit Child in Regard to Diet”. 
pr. Emery M. Fitch of Claremont, N. H., President 
of the New Hampshire Medical Society, spoke along 
general lines, complimenting the Woman’s Auxiliary 
upon its progress. 

Lunch was served at the Club, after which the 
members attended the meeting of the Hillsborough 
County Medical Society. 

A nominating committee was appointed, consisting 
of Mrs. F. E. Kittredge of Nashua; Mrs. H. A. Thomp- 
son of Nashua, the vice president, who asked to be 
placed on the nominating committee because it would 
pe impossible for her to serve the Auxiliary as Presi- 
dent; and Mrs. W. A. Thompson of Manchester. They 
prought in the following list of officers for the ensu- 
ing year, who were duly elected: President, Mrs. 
B. G. Moran; Vice President, Mrs. E. A. Jones, Man- 
chester; Secretary and Treasurer, Mrs. Deering 
Smith, Nashua; Auditor, Mrs. C. H. Babbitt, Nashua; 
Directors, Mrs. Oscar Burns, Milford; Mrs. Robert 
Flanders, Manchester; Mrs. F. P. Scribner, Manches- 
ter. 

The meeting was well attended, interesting and 
marked by a spirit of friendliness. The Woman’s 
Auxiliary appears to meet with general approval. 





‘MEETING OF THE ROCKINGHAM COUNTY 
MEDICAL ASSOCIATION 


Rockingham County Medical Association held its 
regular meeting at the Portsmouth Hospital, Ports- 
mouth, N. H., March 15, 1928. In the morning a well 
prepared and interesting dry clinic was presented 
as follows: 

MORNING SESSION 


Dr. T. W. Luce, 3 cases of stone in the bladder. 

Dr. E. B. Eastman, 3 cases of fractured femur in 
children. 

Dr. D. C. MacLachlan, 2 cases of pernicious ane- 
mia. 

Dr. C. W. Hannaford, 2 cases of fractured spine. 

Dr. C. F. McGill, diabete. 

Dr. H. L. Taylor, 1 case of placenta accreta. 

Dr. Wendell Clare, 1 case of acute intestinal ob- 
struction, due to strangulation of an omentocele with 
a knuckle of intestine in an inguinal hernia. 

Dr. Hazzard, 3 cases of acute appendicitis. 

Dr. Ladd, 3 cases of semi common fractures. 

Dr. Johnson, 1 case of syphilis. 

Dr. Tredick, 3 cases fractured skulls. 

Dr. Greeley, duodenal ulcer. 

A splendid luncheon was served at the hospital 
and in the afternoon two papers of unusual merit 
were read: 

Focal Infection, from viewpoint of Dentist: Dr. F. 
A. Feuerhan, Portsmouth. 

Focal Infection, from viewpoint of X-Ray: Dr. H. O. 
Chesley, Dover. 

These papers proved of such merit that they have 
been referred to the New Hampshire Surgical Club. 
Dr. Wendell P. Clare, president of Rockingham Coun- 
ty, presided. 


Courtesy of John G. W.*Knowlton, Secretary-Treas- 


urer. 








CONFERENCE OF COUNTY SECRETARIES 


A conference of County Secretaries was held at the 
Eagle Hotel, Concord, N. H., March 27, 1928. Those 
present were: Dr. Homer Marks, Berlin, Secretary 
of Coos County; Dr. Deering Smith of Nashua, Sec- 
retary Hillsborough County; Dr. A. A. Pratte of 
Keene, Secretary of Cheshire County; Dr. H. C. San- 
ders, Claremont, Secretary Sullivan County; Dr. John 
G. W. Knowlton, Exeter, Secretary Rockingham Coun- 
ty; Dr. Emery Fitch, Claremont, President N. H. 
State Medical Society; Dr. D. C. Sullivan, Concord, 
Secretary N. H. State Medical Society; Dr. John F. 
Holmes, Manchester, New Hampshire Correspondent. 


In the course of conference representatives of an 
insurance company submitted a policy and plan for 
medical defense. The President, Emery Fitch, urged 
all secretaries of County medical societies to become 
delegates to the State Convention, hoping that in 
that way to strength the executive board of the State 
organization and to have available at the State meet- 
ing the information and material which the County 
secretaries have at their disposal. The matter of 
arrangements and attendance at County meetings 
was freely discussed and many valuable and inter- 
esting points brought out. The secretaries were urged 
to secure any particularly good scientific matter pre- 
sented in their County, news items such as births, 
deaths, removals, appointments, hospital construct- 
ion, establishment of health centers, etc., and for- 
ward them to the State Correspondent to be submit- 
ted to the NEw ENGLAND JoURNAL oF Mepicrine for 
publication, thereby stimulating a greater interest 
in things medical. 





NEW HAMPSHIRE MEDICAL SOCIETY 


COMMITTEE OF CLINICAL MEETING 


A committee of three members of the House of 
Delegates was appointed last June to consider the 
matter of a Clinical Meeting of the State Society and 
to report at the annual meeting of 1928. A partial 
report for the members, and for members of the 
House of Delegates seems desirable, in order that 
men may attend the 1928 session with their ideas 
somewhat crystallized. 


From a list of all the members of the State So- 
ciety the names of nearly all non-resident fellows 
were dropped, and a few retired and honorary mem- 
bers were not considered for the poll. Four hundred 
fifty reply post cards were sent, asking for certain 
data on which a committee report could be based. 
The response has been very gratifying, some men, 
in addition to the return post card have written per- 
sonal letters. 


Replies to the questions: 


“If a Clinical Meeting of the State Society is held 














I will.... will not .... be interested in attending”. 
Yes 133 
No 30 
Non-committal + 
“T think it would .... would not.... be a de- 
sirable thing to do’. 
Yes 163 
Non-committal 4 





“My preference as to lectures would be: 
1. A variety covering medicine, surgery and ob- 
stetrics. 


Replies 92 
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2. Obstetrics, gynecology and pediatrics. 








Replies 24 
3. Fractures, dislocations, infections. 

Replies 33 
4. New methods in diagnosis and treatment. 

Replies 100 





Frep E. Crow, M.D., 
For the Committee. 





RECENT DEATHS 





Dr. George H. Hawley of Centre Barnstead, died 
in 1927. 

Dr. Fred Chamberlain Tobey of Wolfeboro, died 
October 10, 1927. 





SHEA—Dr. AuGustus W. SHEA, a general surgeon, 
who made his home in Nashua, N. H., died April 10 
at the Charlesgate Hospital, Cambridge. He was 62. 

He was born in Nashua, August 9, 1865, son of 
Daniel A. and Catherine (McDonald) Shea. He was 
educated in the public schools there and was gradu- 
ated from the high school in 1883. He received his 
M.D. degree from the University of Vermont in 1887, 
and took post-graduate courses in New York and 
Philadelphia. 

June 25, 1902, he married Lucy E. Kelly of Brook- 
lyn, N. Y. He had begun general practice in 1887. 
In 1888-1889 he was city physician and member of 
the Board of Health. Since 1895 he had been a sur- 
geon for the Boston & Maine Railroad. 





CORRESPONDENCE 





State of New Hampshire 
State Board of Health 
Charles Duncan, M.D., Secretary 
Concord 
April 6. 1928. 
Editor New ENGLAND JOURNAL OF MEDICINE: 

I read with particular interest in your issue of 
March 22nd the articles on “poison liquor’ by Drs. 
Bigelow and Hunt and Mr. Lythgoe, my interest be- 
ing.based upon the fact that certain investigations 
and observations of my own (admittedly considerably 
less extensive) as chemist for the New Hampshire 
Board of Health had long since satisfied me concern- 
ing the fallacy involved—and which fallacy it cannot 
be doubted will continue to be entertained by the 
public and even by many physicians, notwithstanding 
the pronouncements by health administrators, chem- 
ists and pharmacologists. 

Early in 1924, the writer presented a paper on this 
subject before the New England Health Institute at 
Boston, this apparently having been the first time 
that this revolutionary view of the subject had ever 
been given presentation to the general public. Next 
day the local papers gave this address rather promi- 
nent notice,—apparently however not so much be- 
cause what was said was a statement of what could 
be accepted as the truth as that it constituted a 
unique and diverting exhibition of the mistaken 
lucubrations of a backwoods scientist. 

Later, an article in this connection along popular 
lines, entitled “The Poison Rum Bugaboo” and pub- 
lished in the New York Sunday Times, won me con- 
siderable mention of a sort by facetiously inclined 
news paragraphers, most of whom quite evidently 
looked upon the thought that any one should declare 





; 
bootleg liquor as in general no more poisonoug than 


the pre-prohibition kind, as being an excellent joke 


and nothing more. 
I am venturing to enclose pages from the 
of the New Hampshire Board of Health for ig 
a scanning of which, if you care to take the trouble, 
will indicate that precisely similar views were ex. 
pressed by the writer at that time as are Voiced in 
the recent issue of the Journat cited: “The world do 
move!” 
Very truly yours, 
Cas. D. Howarp, 


Chief of Division, 





NEWS ITEM 





Dr. H. W. Bennett, a prominent physician of Man. 
chester, N. H., was recently appointed to the Derma- 
tological department of the Massachusetts General 
Hospital. Dr. Bennett will continue his practice here 
in Manchester, making daily trips to Boston. For 
the past year Dr. Bennett has been a volunteer assist- 
ant in the department, of which Dr. E. Lawrence 
Oliver of Boston was recently placed in charge, Dr, 
Bennett is a hard-working student of medicine. The 
recent recognition of his ability carries with it added 
responsibility. He has the confidence and good wishes 
of the profession. 

Matsis, Demetrius N., a graduate of Tufts College 
Medical Shool, 1925, located at 215A Main St., 
Nashua, N. H. 


MEMBERSHIP CHANGES 

Hilton, George L., a graduate of the College of Phy- 
sicians & Surgeons, Baltimore, Md., 1902, located 
in Milford, N. H. 

Matsis, Demetrius N., a graduate of Tufts College 
Medical School, 1925, located at 215A Main St, 
Nashua, N. H. 

Marsh, Luther A., 215A Main Street, Nashua, N. H. 

Provost, Adolphe J., 1103 Elm Street, Manchester, 
N. H. 

Harissis, John T., 696 Elm Street, Manchester, N. H. 

Siske, Harry E., Glencliff, N. H. 

McKinley, Leslie E., No. Haverhill, Mass. 

Murch, Carroll R., 226 Main St., Nashua, N. H. 


REMOVAL 


Dr. Henry L. Clow has moved from Wolfeboro to 
the State Hospital in Hathorne, Massachusetts. 

Dr. John Osterhout of Ravena, Neb., has removed 
to 255% E. 6th St., No., Portland, Oregon. 


DROPPED FROM MEMBERSHIP 
Edson M. Abbott of Rochester, N. H. 


———— 





MEDICAL COUNCIL OF THE UNITED STATES 


VETERANS’ BUREAU 


The Medical Council of the United States Veterans’ 
Bureau held its eighth conference in Washington 
April 11-12, discussing standardization of procedure 
and treatment in hospitals; rating for disabilities 
from active pulmonary tuberculosis; home treatment 
for the tuberculous patient; the need for additional 
diagnostic centers, and methods for obtaining and 
retaining a high type of medical officers. 

Two new members were added to the Council— 
Dr. Dean Lewis, Surgeon in Chief of the Johns Hop 
kins Hospital, and Dr. John B. Walker, of New York, 
Consulting Surgeon to the Pennsylvania Railroad. 
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BY JOHN LOVETT MORSE, M.D.* 


0 few articles of real importance have ap- 
peared in the field of Pediatrics since the 
Jast report that it hardly seems worth while to 
abstract them in detail. It may perhaps be 
profitable, however, to call attention to some of 
the problems which are now of especial interest 
to pediatrists, to discuss briefly some of the pres- 
ent tendencies in pediatrics and to try to deter- 
mine the real value of certain new methods of 
treatment. 

Both foreign and American pediatric jour- 
nals are filled with articles on the feeding of in- 
fants, discussing long intervals and short inter- 
vals, concentrated foods and dilute foods, the 
beneficial and dangerous effects of fats, sugars 
and starches, the advantages and disadvantages 
of pasteurization and boiling, and so on ad in- 
finitum or ad nauseam. If it were not for the 
references to acidified milks, it would be hard to 
tell whether the articles were written today or 
twenty or thirty years ago. There were even 
then, however, articles on buttermilk. Of some 
interest in this connection is Greene’s observa- 
tion that the addition of inorganic acids to in- 
fants’ foods causes the appearance of casts and 
sometimes of red blood cells in the urine, while 
organic acids and alkalies do not (American 
Jour. Dis Children, 1928, 35, 38). Much atten- 
tion is being paid and much experimental work 
done as to the relative importance of proteins 
and dehydration in the etiology of ‘‘ protein and 
dehydration’’ fevers. It seems to have escaped 
notice, however, that clinically, if the proteins 
are kept low and dilute foods given, fever will 
not develop and it will not be necessary, there- 
fore, to name it or treat it. Incidentally, it has 
recently been rediscovered that high external 
temperatures, especially if the air is stagnant 
and humid, will elevate the temperature of 
babies and make them sick. 


The feeding of children and of all but the 
youngest infants is dictated now, as it has been 
for the last decade, by enthusiastic and well- 
meaning, but, unfortunately, only half-edu- 
cated, badly informed and lacking in judgment, 
dietitians and nurses instead of by pediatrists 
and physicians: Parents listen to them, not to 
their doctors. They read the articles in the 
Ladies’ Home Journal and Modern Priscilla, 
not those in the American Journal of Diseases 
of Children, the Journal of the American Medi- 
cal Association or even in the New ENGLAND 
Mepicau Journau. Unfortunately, it sometimes 
seems as if the doctors also read these lay jour- 
nals instead of the medical journals and are 
more influenced by advertisements and fashion 
than by reason and common sense. The most 


*For record and address of author see “This Week’s Issue,” 
Page 592. 








interesting piece of work in this connection is 
that of Cowgill and his associates (J. A. M. A., 
1927, 89, 1770 and 1930) who found that, if 
adequate supplementary foods are employed, 
satisfactory growth and development takes 
place when as much as 90% of the caloric intake 
is contained in whole-grain cereals. The results 
were but little less satisfactory when some of 
the milled cereal products were used. They 
also found that it was possible to get equally 
good results with the whole-grain cereals when 
the rest of the diet was made up of certain 
easily obtainable food products other than milk. 
It seems evident from their results that 
there is no justification for the present hue and 
ery against cereals for children and that milk is 
not so essential for children as is generally be- 
lieved. 

Nothing especially new has appeared in the 
field of nutrition and its diseases. Somewhat 
less cod liver oil is probably being given today 
than a couple of years ago. The Great Ameri- 
ean Fraud, that is, the ultraviolet lamp, which 
owes the start of its present popularity to 
rickets, is flourishing like the green bay tree. 
It is useless to prove that it can do no good in 
most of the conditions for which it is employed 
or that it may do harm. The public, and ap- 
parently a considerable proportion of the medi- 
cal profession, is gullible and evidently likes to 
be gulled. The ultraviolet lamp is, of course, of 
great value in the treatment of rickets and spas- 
mophilia and helpful to a certain extent in that 
of a few other diseases, like low calcium asthma 
and tuberculosis of the lymph nodes. It is a 
great pity that it is being so abused, because it 
will eventually fall into undeserved disrepute. 
A very good summary of what is known as to 
the physiologic effects of radiation is that of 
Laurens in the January, 1928, number of Physv- 
ological Reviews. 

Slow but steady progress is being made in the 
field of the acute contagious diseases. There is 
much discussion all over the world as to the 
specificity and value of the Dick test in searlet 
fever and the value of the serum treatment. On 
the whole the trend of opinion is favorable. 
With more concentrated sera, the reactions are 
becoming less troublesome. With further im- 
provements in the ricinoleated toxin, it is not 
improbable that in the not far distant future it 
wil be both feasible and advisable to immunize 
children against scarlet fever in the same way 
as is now being done against diphtheria. It is 
possible, moreover, that ricinoleated diphtheria 
toxin may replace the toxin-antitoxin mixture 
now in use. The evidence in favor of Tunni- 
cliff’s organism being the cause of measles is 
increasing and it is not unlikely that a curative 
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serum for measles may be developed within the 
next few years. Occasional cases of acute 
diffuse nonsuppurative encephalomyelitis, which 
have developed after vaccination, have been re- 
ported from ali over the world. It is not clear, 
however, what the connection is between these 
cases and vaccination or whether there is any at 
all, except that one happens to occur after the 
other. The serum treatment of erysipelas seems 
to be proving effective and to be a distinct ad- 
vanee over the older methods. It is too early 
to form any opinion as to whether the strepto- 
eoeeus recently described as the cause of 
rheumatism really is or not. It is impossible, 
therefore, even to hazard a guess as to whether 
the serum which is now being tried in the treat- 
ment of rheumatism is likely to prove of benefit 
or not. 

Much is being written in all languages about 
tuberculosis in early life, the importance of and 
methods of early diagnosis, the various forms of 
the tuberculin test, glandular tuberculosis, 
‘‘hilum”’ tuberculosis, sunlight and ultraviolet 
irradiation in treatment, ete., ete. It is all old 
stuff, however, and gets us nowhere. The only 
new thing which shows any evidence of being of 
importance is the work which the French are 
doing with Calmette’s method of vaccination. 
The results thus far are certainly encouraging, 
but it is too soon to draw any positive conclu- 
sions as to whether this method should be gen- 
erally adopted or not. 

Nothing of importance has appeared about 
the heart and its diseases in childhood, although 
many pages have been printed about it. Noth- 
ing epoch making has been discovered as to the 
anemias of early life, but much work is being 
done, especially in this country, and it looks as 
if we were on the verge of getting a better con- 
ception of these obscure conditions and what to 
do for them. It seems likely, moreover, that the 
studies which are now being carried on may 
soon show something as to when the spleen 
should be removed and when it should not be in 
the not very uncommon eases of severe anemia 
associated with enlargement of the spleen, with 
or without hemorrhages, in early life. Inei- 
dentally, it has been shown very definitely that 
the administration of liver and its extracts does 
not either prevent or cure anemia in childhood. 
It has also been shown again that the yolk of egg 
and prunes contain more iron than carrots and 
the ‘‘leafy’’ vegetables, including spinach. 

Although not much has been written on this 
subject, clinicians and pathologists are both in- 
terested in the pneumonias of infancy. The 
evidence is accumulating that pathologic lobar 
pneumonia is really rare at this age and that, 
in many instances, what is clinically lobar pneu- 
monia is really bronchopneumonia. It is also 
becoming evident that in many cases which are 
clinically bronchopneumonia, the stress of the 
disease falls on the interstitial tissue of the 
lungs, that is, the condition is really an inter. 








stitial pneumonia or a pneumonitis. This fagt 
explains the indefiniteness of the physical gj 
the irregularity of the course, the high mor. 
tality and the tendency to chronicity. An inter. 
esting paper in this connection is that of 
Heimann and Cohen (Archives of Pediatrics 
1927, 44, 677). In a few instances albolene ang 
similar oils, which had been used in the noge 
have been found in the lungs of babies dead of 
bronchitis and bronchopneumonia. The ques. 
tion has been raised as to whether the oil wag 
not the cause of the trouble in the lungs, 4 
more likely explanation is that these oils were 
put in the noses of babies so near dead that the 
pharyngeal refiex was dulled and, on this ae. 
count, the oil entered the lungs. At any rate, 
the evidence that the oil caused the trouble ip 
the lungs is not sufficient to justify the giving 
up of a very useful procedure. Incidentally, if 
a few drops of oil in the nose can cause disease 
in the lungs, how ean the injection of lipiodg; 
for taking Roentgenograms be justified ? 

The discussion as to the etiology of ‘‘ pyelitis” 
is still going on, but the solution of the problem 
seems no nearer than it did a few years ago. 
Nothing of importance has been ‘learned as to 
the medical treatment. Everyone agrees, how- 
ever, that, when there is constantly pus in the 
urine or there are frequent recurrences, the pa- 
tient should be thoroughly studied by eystos- 
copy, catheterization of the ureters and pyelog. 
raphy, as in this way some organic and remedi- 
able cause may be found. 

Chronie degenerative lesions of the kidney 
due to toxic absorption from some local foeus of 
infection and characterized by large amounts of 
albumin, with few or no renal elements in the 
sediment, are now being more generally sep- 
arated from the chronic inflammatory or inter- 
stitial diseases of the kidneys. The term 
‘‘nephrosis’’ is applied to them. It is important 
to recognize them, because, if they are recog- 
nized and the focus of infection found and re- 
moved, the prognosis is much better in them 
than in the other forms. 

Very little of importance has appeared as to 
the diseases of the nervous system. The most 
practical paper is that of Neal and Jackson 
(J. A. M. A., 1927, 88, 1299) in which they em- 
phasize the lack of symptoms pointing to the 
nervous system in meningitis in early infancy. 
At this age meningitis should be suspected in 
every acute case with high temperature in which 
there are no characteristic symptoms or physical 
signs of some other disease. The treatment of 
epilepsy in childhood by the production of a 
ketosis is still being studied and promises more 
than any method thus far tried. At present, 
however, it should not be used outside of hos- 
pitals nor by those not thoroughly familiar with 
the chemistry of metabolism. 
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CASE 14111 


THREE MONTHS’ PALPITATION AT 
TWENTY 


MepicaL DEPARTMENT 


First admission. An American schoolboy of 
twenty entered Nov. 26 complaining of palpita- 
tion of three months’ duration. 

Six years before admission he had tonsillitis, 
treated with diphtheria serum. Soon afterwards 
he had an attack of severe lancinating precordial 
pain and marked palpitation. He remained in 
bed five weeks, and afterwards had precordial 
pain and palpitation on the slightest exertion. 
He gradually got over these symptoms, but still 
had edema of the ankles whenever he was on his 
feet long. Three weeks before admission a fit of 
laughter brought on another attack of palpita- 
tion, the first for six years. This lasted until 
admission, with some dyspnea on exertion but no 
pain. 

He gave a history of tonsillitis every winter 
for three years following the first attack. He 
had never been vigorous. A year before admis- 
sion for three months he had nosebleed on get- 
ting up in the morning. For the past month 
he had had some discomfort after eating, re- 
lieved by belching of gas. He passed large 
amounts of urine once or twice at night. In ten 
months his weight had fallen from 138 to 127 
pounds. 

Clinical examination showed a boy apparent- 
ly entirely well except for flushed cheeks and 
slight orthopnea. Apex impulse of the heart in 
the sixth space in the anterior axillary line, 
localized and heaving, with a presystolic thrill. 
Rate 80. Rhythm irregular. Left border of 
dullness 10 centimeters to the left of midstern- 
um, 2 centimeters outside the midelavicular line, 
right border 3 centimeters, supracardiae dull- 
ness 4. A systolic murmur, almost constantly 
musical, loudest at the apex, heard also at the 
base. Second sound doubled at the base, pos- 
sibly an early diastolic. Pulses and arteries nor- 
mal. Blood pressure 150/50. An electrocardio- 
gram showed auricular fibrillation, rate 75, teft 
axis deviation. The rest of the examination was 
negative. 

Urine not remarkable. 10,700 to 16,000 leuko- 
¢ytes, polymorphonuclears 63 per cent., hemo- 
globin 70 per cent., reds 5,500,000, slight 





achromia. Wassermann negative. 
nitrogen 38 milligrams. 

X-ray showed marked prominence of the left 
auricle, also considerable inerease in size of the 
shadow of the left ventricle downward and to the 
left. (See illustration.) The pulsations of the 
various chambers of the heart were seen. There 
was no limitation of respiratory movement and 
no evidence of adhesive pericarditis. 

Temperature 96.1° to 98.8°. P. 60-100. 

The chief complaint was palpitation. Novem- 
ber 27 there was absolute irregularity. Dr. 
White noted Broadbent’s sign and slight para- 
doxical pulse and advised quinidine, with tonsil- 
lectomy later. The heart was found to shift. 
On quinidine the rhythm became regular. De- 
cember 9 the patient was discharged. 

History of interval. Soon after he left the 
hospital his tonsils were removed. He felt well, 
worked as a house painter for a year and a half 
and had no symptoms. He then sold typewrit- 
ers, but had to give this up after four months 
on account of dyspnea on carrying the machines 
up stairs. He then drove a bus for five months 
with no symptoms except dyspnea on exertion. 
Six months before his readmission he had sudden 
headache, backache and general aching of mus- 
cles lasting four days. On returning to work 
he had sudden rapid irregular palpitation of the 
heart with shortness of breath. A hypodermic 
was foliowed within half an hour by disappear- 
ance of the symptoms. After this the only symp- 
tom was weakness, which increased. Two months 
before his readmission he went to bed. His left 
arm was paralyzed for four days, and did not 
regain normal power for a month or more. He 
was up and about again with no symptoms ex- 
cept weakness. T'wo months before readmission 
he had abdominal distention. Six weeks before 
readmission he began to have pain in his back, 
much worse immediately after urination. Flex- 
ion of the left thigh beyond a certain angle was 
painful. He began to have frequency and poly- 
uria. The urine was reddish brown. About the 
same time red spots appeared on his legs. Al- 
though he was in bed his feet swelled in the 
daytime, the swelling going down at night. <A 
month before readmission he began to have dry 
cough and slight fever. After a week he began 
to have yellow sputum. During the weeks be- 
fore readmission he lost much weight and went 
downhill rapidly. 

Second admission, February 25, three years 
and two months after his discharge. 

Clinical examination showed an emaciated, 
pale, sickly looking boy propped up in bed. Skin 
dry and wasted, lying loose over the subeu- 
taneous tissues. A few purpurie spots on the 
shins, not blanching with pressure. Chest thin, 
with sunken interspaces. Over the lower left 
scapula an area of dullness with increased tac- 
tile fremitus, whisper and breath sounds. Lungs 
otherwise clear except for scattered rales at the 
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bases. Impulse of the heart visible, diffuse and 
forceful, from the second to the sixth inter- 
spaces, centering in the third and fifth as two 
points of maximum intensity and of different 
There was depression of the 


pulsating rhythm. 


‘ward and to the left. 


interspaces with the pulsations. Left border of 
dullness 12 centimeters to the left, 4 centimeters 
outside the midclavicular line, right border 2.5 
centimeters, supracardiac dullness 8 3/4. Pal- 
pable thrill at the apex and the pulmonic area. 
Sounds fundamentally irregular. Heart fibrillat- 
ing rapidly. Apex rate 135. At the apex a 
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soft low systolic followed by a high pi 
blowing diastolic. Marked left auricular } 
trophy with visible pulsation as described. No 
murmurs at the base made out with rapid ae 
Artery walls normal. Blood pressure 110/78 to 





Shows marked prominence of the left auricle, also consider able increase in the size of the shadow of the left ventricle dowa- 


127/73. An electrocardiogram showed auricular 
fibrillation with many ectopic ventricular con- 
tractions, frequently bigeminal. Rate 80. Prob- 
able right bundle branch block. Spleen pal- 
able two fingerbreadths below the costal margin 
on inspiration. Liver edge palpable. Slight ten- 
derness in both loins. Neither kidney felt. No 
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eostovertebral tenderness. Edema of both lower 
Jegs to knees. Pupils and reflexes normal. 

Amount of urine 40 to 60 ounces, specific grav- 
ity 1.010 to 1.011, cloudy at all of five examina- 
tions, a very slight trace to a trace of albumin 
at all, 2 to 15 leukocytes, 8 to 25 red cells, hya- 
line and granular casts at all, cellular casts at 
two. Culture of a clean specimen showed 
staphylococcus albus. Renal function 35 per 
cent. Blood: 16,500 to 6,100 leukocytes, 90 per 
cent. polymorphonuclears, hemoglobin 60 to 55 
per cent., reds 4,200,000 to 3,900,000, some aniso- 
eytosis. Wassermann weakly positive. — Non- 
protein nitrogen 67 milligrams. Uric acid 6.7. 
Creatinin 4.3. Icteric index 7. 

Temperature 98.9° to 103.2", rectal. Radial 
pulse 64 to 103, with a pulse deficit of 52 to 8. 
Respirations 30 to 19. 

The day after admission the apical systolic 
murmur was transmitted to the base and the 
axilla. Every third or fourth beat the first sound 
was very loud. No diastolic was heard and no 
aortic murmur. 

The patient made excellent response to digi- 
talis, but continued very weak and ill. The 
purpurie spots cleared up, but a fresh shower 
appeared on the legs. February 28 Dr. White 
noted a loud third sound at the apex and a 
simultaneous palpable impulse. February 29 
there was bigeminal pulse. March 2 the patient 
was discharged slightly improved. . 

March 14 he died at home. 


DISCUSSION 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


Palpitation of three months’ duration in a boy 
of twenty gives at once a clue. Of course a ner- 
vous boy can get palpitation from purely func- 
tional causes. But there are very few cases I 
think in which a boy of twenty gets so far as to 
to come into the hospital for palpitation that is 
not due to organic heart disease. If it is due to 
that it is probably the heart disease that comes 
most often at twenty, rheumatic. If it is rheu- 
matic, very much the commonest type of rheu- 
matic heart disease is mitral stenosis. Hence at 
the outset it is not a bad guess that this is a case 
of mitral stenosis. 


One would like to know whether the attack 
six weeks before admission was diphtheria or 
tonsillitis. If it was diphtheria, there are pos- 
sibilities of damage to the heart by diphtheria. 

The fact of edema rules out functional types 
of palpitation and makes it improbable that 
there is anything here that diptheria can do to 
the heart. 

There was an editorial in the Journal of the 
American Medical Association recently on the 
great hygienic importance of laughter. This is 








one of the few cases I ever heard of on the other 
side. 

He must have lived at a distance from any 
city or he could not possibly have kept his ton- 
sils three years. 

There is a connection which I do not under- 
stand between heart disease and nosebleed. Nose- 
bleed occurs rather more often in the septic type 
of heart disease than in the non-septie. : 


NOTES ON THE PHYSICAL EXAMINATION 


We have a queer record here. You notice they 
felt a presystolic thrill. Vibrations that we hear 
and vibrations that we feel are different chiefly 
in that the vibrations that we feel are coarser. 
I believe it can be asserted that the vibrations 
that you feel you can also hear over the heart. 
Yet they do not hear a presystolic murmur. 
Hither there is not a presystolic thrill or there 
is a presystolic murmur. 

What do the murmurs and the sounds make us 
think of ? 

StupEents: Aortic regurgitation. 

Dr. Casot: The big left ventricle also makes 
us think of that. I have never seen such a pulse 
pressure as this is in uncomplicated mitral sten- 
osis. He could not have uncomplicated mitral 
stenosis with a blood pressure of 150/50, I be- 
lieve. 

I have never been able to be convinced that 
the radiologists can tell valve lesions by the 
shape of the cardiac shadow. The thing that is 
pointed out as evidence of mitral disease is seen 
in the X-ray here, namely the flattening out of 
the left border. But the heart is bigger than 
we expect in mitral disease. I am beginning to 
suspect that there may be lesions on both valves. 

The total transverse measurement of the nor- 
mal heart should be less than half the total inter- 
nal diameter of the chest. Here it is more. 

The significance of the visible pulsations of 
the chambers of the heart is that if this was an 
adhesive pericarditis it should be more difficult 
to see the pulsation of the different chambers. 

Broadbent’s sign is retraction of the left ribs 
with systole. It was once thought to mean ad- 
hesive pericarditis, but Dr. Alice Tallant proved 
thirty years ago that it is present in any patient 
who has a big heart strongly beating within a 
thin chest. In the conditions that we have here, 
the sign is of no value that I know. 

We ought to say what our guess is December 9 
as to the diagnosis. The signs are contradictory. 
The pulse pressure suggests aortic regurgitation. 
But nothing is said about the pulse or about 
murmurs such as would confirm that. The only 
murmurs given are those of mitral disease, pre- 
sumably mitral stenosis. But the heart is very 
large for mitral disease, so one is not satisfied. 
It is a case where one ought to find either more 
or less. We shall hope to get more light at the 
second admission. 

This is a good test of the value of quinidine. 
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It is a very queer to have so limited a paralysis 
as that in a case of this sort. Hemiplegia in 
eases like this is very common, due to a cerebral 
embolus. Bits of thrombus are thrown off from 
the left auricle or the mitral valve. But I have 
never known one to hit the arm center alone. 
One wonders if there was not more paralysis 
that was unnoticed. 

The history of abdominal distention makes us 
wonder about mesenteric thrombosis. 

I do not know how to explain the pain on flex- 
ion of the thigh. 

With the appearance of red spots on the legs 
I begin to be pretty sure that this is a septic type 
of endocarditis. 

The second clinical examination is quite dif- 
ferent from the earlier one. The first time he 
was well nourished ; now he is emaciated. Organ- 
ic heart disease alone never does that. Besides 
heart disease we need something else to produce 
emaciation,—ordinarily sepsis. 

We suspect infarct or bronchopneumonia, but 
the latter does not seem so likely. 

Those heart signs are all very common in a 
big heart and do not mean anything in particu- 
lar. 

Depression of the interspaces does not mean 
anything. We used to say it pointed to old ad- 
hesive pericarditis, but that is not so. 

Notice the great contrast between the meas- 
urements of supracardiae dullness now and at 
the first entry. 

We cannot see auricular hypertrophy. It was 
strongly suspected here, but it should not be put 
down in the physical examination. 

The blood pressure shows an extraordinary 
difference from the earlier record. 

The spleen is enlarged, as it often is in the 
infectious type of heart disease. It is not ordi- 
narily enlarged in other types. 

I am in doubt as to whether he has nephritis 
or not. One of the best known causes of acute 
or subacute glomerulonephritis is the organism 
which is presumably affecting his heart. The 
facts about the urine are not quite distinctive. 

The Wassermann does not mean anything in 
the presence of such a fever as he has. 

The non-protein nitrogen is bothersome. It 
certainly is high, but not high enough to prove 
that he has bad kidneys. The creatinin and urie 
acid are both high. 


DIFFERENTIAL DIAGNOSIS 


I have no considerable doubt of the diagnosis 
of subacute bacterial endocarditis; this is based 
on the fever, the purpurie spots, the thrill, the 
anemia, the emacjation. Subacute bacterial en- 
docarditis is a typical sepsis, and acts on the 
body as such, only it is a slow sepsis. 

Where is this subacute process going to be 
found? I think it is going to be found on the 
mitral valve. It may be found on the aortic 


also. but the evidence seems to be rather avainst 








it. There may possibly be some on the 
also; but when we make the diagnosis 
cuspid lesion it is by accident. 

Were there any blood cultures? 
Dr. Tracy B. Mauvory: Yes, there were go 
taken that were positive. Bi 
Dr. Casot: They should show the green 
producing streptococeus. : 
The heart is certainly big. It usually is in this 
disease, and there is usually old endocarditis ag 
well as new. I think that is the ease here. There 
should be some stenosis of the mitral, some olq 
fibrous tissue with the fresh process. It ig the 
sort of case in which we sometimes find a ball 
thrombus in the left auricle, but it is not quite 
so common as in chronic eases without sepsis 
We expect to find that he has infarets in his 
spleen and kidneys and very possibly elsewhere 
The point I am most in doubt about is the kid- 
neys. Has he a chronic nephritis? It is a good 
bet that he has, but it is not certain. He did not 
have any definite fixation test, but all the specif. 

ic gravity tests recorded were 1.010 or 1.011, 

A Srupent: The lung signs were heard down 
the left scapula. Was that probably due to com. 
pression of the lung by a big heart? 

Dr. Casor: I have never heard these signs 
due to cardiac enlargement, but only with peri- 
carditis. 

A Srvpent: Could those signs in the left lobe 
of the lung and at the base of the seapula be ex- 
plained by pericardial effusion ? 

Dr. Casor: Yes, if there is any other eyi- 
dence of it. I do not see that there is. 

A Stupent: Is not the urine output a little 
large? 

Dr. Casot: No, I should not say so, when 
you have a low gravity. When you have a high 
gravity there is a smaller amount of urine. With 
a gravity of 1.010 that output does not seem to 
be unusual. 

A Strupent: Do you feel that the kidney 
condition and the endocarditis were all part of 
the same thing? 

Dr. Casot: I believe they were. The first in 
order was endocarditis due to the streptococeus 
viridans; then the other process resulted. 

A Srupent: Do you think the pain in the 
back and left leg had anything to do with the 
kidneys? 

Dr. Cazor: I do not see any good reason for 
thinking so. I have never known those symp- 
toms to be associated with kidney pathology. 


tricuspid 
of a tri. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Rheumatic heart disease. 

Mitral stenosis and regurgitation. 

Auricular fibrillation. 

Subacute bacterial endocarditis. 
DR. RICHARD C. CABOT’S DIAGNOSIS 


Subacute bacterial endocarditis of the mitral 
and possibly the aortic valve. 
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Chronic endocarditis of the mitral valve, 
stenosis. , ’ 

Possibly ball thrombus in the left auricle. 

Infarets of the spleen and kidneys. 

Possibly chronic glomerulonephritis. 


ANATOMIC DIAGNOSES 


Subacute bacterial endocarditis (streptococcus 
viridans). 

Rheumatic heart disease (healed). 

Chronic adhesive pericarditis. 


Dr. Matiory: The necropsy in this case was 
unfortunately restricted to removal of the heart, 
so that there are a great many questions I shall 
not be able to answer. The heart was much 
enlarged, weighing 580 grams, both ventricles 
dilated, the left very markedly hypertrophied, 
the right not at all hypertrophied. The aortic 
valve was entirely negative. The mitral valve 
showed a few old sclerotic and rheumatic le- 
sions and an acute vegetation. However, there 
was no demonstrable functional deformity cap- 
able of producing either stenosis or any marked 
degree of regurgitation. The tricuspid was en- 
tirely negative. The pericardium was complete- 
ly adherent. 

Dr. Casor: That is very interesting. They 
took particular pains to see if it was peri- 
carditis. All their methods said it was not. The 
chambers of the heart seemed to be free and the 
diaphragm moved up and down, was not ob- 
scured. 

Your guess is that he had a chronic nephritis 
to make the heart big, plus—? 

Dr. Matuory: Plus adhesive pericarditis. 

The left auricle was quite enormous, and the 
ventricle was elongated as in aortic regurgitat- 
ion. Hypertrophy due to chronic nephritis is 
usually concentric in type, without elongation, 
and the auricle is not commonly much dilated. 

Dr. Canot: Why ought chronic pericarditis 
to lead to a large left auricle? 





CASE 14112 


METASTATIC OR PRIMARY ? 
SurGICcCAL DEPARTMENT 


First admission. An unmarried Irishwoman 
of twenty-six entered complaining of tumor of 
the right breast. Examination showed a tumor 
the size of a crab apple. Glands were palpable 
in the right axilla; none above the clavicle. 

The right breast was amputated and the 
axilla dissected. The pathological report was 
carcinoma. 

History of interval. During the next fifteen 
years she married and had four children and 
two miscarriages. She reported at the hospital 
several times. At a visit eight years after her 
discharge she looked run down, and was ex- 





amined in the Medical Out-Patient Department 
and given a diet. She was not seen again until 
her second admission. Six months before it she 
thought she felt a small lump in the left lower 
quadrant which was tender for a few days. 
Three months later her abdomen began to in- 
crease in size. She was jaundiced for a while. 
She went to a hospital where she was put on a 
salt free diet with restricted fluids for two 
months without much relief. 

Second admission. December 27, fourteen 
years and eight months after her previous entry. 

Clinical examination showed a poorly nour- 
ished woman with sallow skin and mucous mem- 
branes and icteric sclerae. There was lordosis 
from the weight of the abdomen. The chest 
showed the sear of the old operation. There was 
a pea-sized nodule in the right midaxillary line. 
The lungs showed flatness at the bases to the 
fifth rib in front and to the angles of the sca- 
pulae. The heart was pushed up and outward 
by ascites. Abdomen enlarged. Marked ascites. 
Abdominal veins enlarged and prominent. Liver 
nodular, palpable halfway to the umbilicus. 
Sear of paracentesis low in the midline. Hemor- 
rhoids. Edema of extremities. Pupils and re- 
flexes normal. 

Urine and blood normal. 
Wassermann negative. 

Before operation chart normal. 

X-ray showed no definite evidence of path- 
ology of the lungs, forearms, legs and femora. 
There was some irregularity of the left fourth 
rib, perhaps of no pathological significance. 

December 31 a nodule was removed from the 
liver for biopsy. The specimen from the liver 
itself was unfortunately lost. The omentum was 
negative. The patient was very uncomfortable, 
with distention and profuse leakage of ascites 
between the stitches. An abdominal tap was 
done January 6 and 800 eubie centimeters of 
cider colored clear fluid withdrawn, specific 
gravity 1.010, 1,200 leukocytes, all mono- 
nuclears, 200,000 red blood eells. Fluid still 
leaked profusely. January 9 the stitches gave 
way. The wound was resutured. Two days 
later she had vomiting. The wound was septic, 
though the temperature was normal. Culture 
from a stitch abscess showed staphylococcus 
aureus. The wound was strapped and painted 
with mercurochrome. The skin was icteric. The 
patient failed rapidly and seemed acidotic. Jan- 
uary 16 she died. 


Iecterie index 7. 


DISCUSSION 
BY EDWARD L. YOUNG, JR., M.D. 
NOTES ON THE HISTORY 


The icteric index of 7 is practically normal. 
The question of the interval history would 
seem to be only the question whether this was a 
recurrence of the old malignancy of fifteen years 
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before or whether there was some other cause of 
portal stasis. The fact that she has had ecarci- 
noma before, the fact that her liver is now en- 
larged and nodular would seem to point toward 
an extensive recurrence of carcinoma in the 
liver. 


to bring out in the face of the previous carci- 
noma. 
we see in carcinoma of the liver. 


second diagnosis. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Probably malignant disease, recurrent in the 


liver. 
PRE-OPERATIVE DIAGNOSIS DECEMBER 21 
Metastatic carcinoma. 
FIRST OPERATION 


Local novoeain. 


fluid in the peritoneal cavity. 


erater-like appearance. 
these was removed with a Mixter punch. 


PATHOLOGICAL REPORT 


A pin-point fragment from the liver was lost. 
A small piece of omentum showed no evidence 
of malignant disease on microscopic examination. 


FurTHER Discussion 


I think the only interesting thing there is 
the long time after the original focus of carci- 
noma before the recurrence came, during which 
time she had a chance to live a very comfortable 


life apparently. 
Dr. W. P. Cougs: 

breast cancer to metastasize to the liver? 
Dr. Youne: 

rare metastasis. 


other places. 


I 
Dr. Mallory can answer that better than I can, - 


The question whether or not that was 
cirrhosis alone would seem to be very difficult 


She has no more extensive ascites than 
It is true that 
we do not often see enlarged abdominal veins 
in carcinoma of the liver and we do in cirrhosis. 
But it seems to me it would be a rather poor 


A right upper quadrant in- 
cision disclosed several quarts of straw colored 
This was slowly 
withdrawn by means of the suction apparatus. 
The liver was very large, irregular and studded 
with nodules some of which showed a firm, white, 
A section of one of 


Is it not very unusual for 


No, I should not say that was a 
Breast cancer may recur local- 
ly in the glands, in the chest wall, or go directly 
through into the pleural cavity or to more dis- 
tant areas such as the liver or bones; so that I 
should say that region is not more unusual than 
I am very sure I have seen a great 


Dr. Casot: Are you not surprised at an 
icteric index of only 7? 

Dr. Youna: Yes, after the note of ‘ieterig 
sclerae’’. 

Dr. Ricuarp B. Kina: Do you think the 
nodule in the chest wall might have given the 
same information as to the abdominal mags as 
the liver? 

Dr. Youne: Yes, I think it might have. 
Miss Painter: I should like to ask Dr. Mal. 
lory whether he really thinks it was a regyr. 
rence or another carcinoma. 


Dr. Tracy B. Mattory: That is hard to tell, 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinomatosis. 
Carcinoma of breast. 
Metastases of liver and peritoneum. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 
Malignant disease, recurrent in the liver, 
ANATOMIC DIAGNOSES 
1. _Primary fatal lesion. 


Metastatic carcinoma in liver, ovary and 
peritoneal lymph nodes. 


2. Secondary or terminal lesions. 


Fibrinopurulent peritonitis. 
Gangrenous infection of laparatomy wound. 


3. Historical landmark. 
Old surgical scar of mastectomy. 


Dr. Mauuory: The necropsy showed no evi- 
dence whatever of local recurrence. The wound 
and the glands on that side were entirely nega- 
tive. There was, however, a huge liver filled 
with tumor nodules. Very careful examination 
of the remainder of the body showed only one 
very small tumor nodule in the ovary that pos 
sibly could have been the primary source of the 
tumor in the liver. This seems very improbable, 
however. It was only three millimeters im 
diameter, growing expansively with no destruc 
tion of the ovarian tissue. I doubt if anything 
of that size could have given rise to the ex 
tensive metastases in the liver. Microscopie é% 
amination shows a fairly well differentiated 
adenocarcinoma which is consistent with care 
noma of the breast of the relatively low grade 
of malignancy which one must assume if We 
grant that there was an interval of fifteen years 





many cases come back with the liver involved. 


between the former tumor and the recurrence. 
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THE WRONG SERUM 
(A Stupy In Eruics) 


THE mind that conceived a tabloid press 
judged with accuracy the type of mental pabu- 
lum most suited to the average intelligence. The 
public wants its meat well seasoned and its pud- 
ding smothered in sauce; perhaps to be abreast 
of the times one should say applesauce. The 
temperate account of an epochal advance in 
medical science leaves it cold, but it thrills to 
the broadeasting by radio of an appeal for a 
blood donor, and erects monuments to the dog 
that helped bring antitoxin to Nome. 

Particularly objectionable to our mind is the 
cheap and vulgar desire for publicity which in- 
spired the recent flight to Quebee with a pneu- 
monia serum of exceedingly questionable value 
in the case for which it was intended. We read 
with sorrow of Floyd Bennett’s illness. We 
knew him to be a skilled and intrepid aviator, 
deserving of sympathy in his sudden affliction, 
and of necessity doomed to a considerable degree 


of objectionable publicity. We knew that he was 
ill with pneumonia and that his fate was on the 
knees of the gods. We heard with passing inter- 
est of the departure of a specialist from New 
York. It was comparatively late in the course 
of the pneumonia that he must have arrived in 
Quebee, and both Quebec and Montreal and 
every city in Canada has physicians who are 
capable of directing the care of pneumonia pa- 
tients, even to the use of the oxygen tent. 


We began to sit up and take notice, however, 
when, on about the fourth or fifth day of the 
disease a frantic call was sent to New York for 
pneumonia serum. The machinery of the Gug- 
genheim Foundation had been set in motion, and 
it engaged accurately, if noisily, with that of 
the Rockefeller Institute. The stage was set. 
Motoreyele police cleared the streets of New 
York for the precious fluid which was being 
rushed to the.flying field where an aviator 
of international fame nervously paced the 
ground with motor tuned up and propellor turn- 
ing, ready for the take off. The public was get- 
ting what it loved—serum and applesauce. The 
dramatic climax of the situation occurred in 
Quebee a few hours later. Nothing could have 
been more perfect from an artistic standpoint. 
It was the wrong serum. 

Despite the great advances in aviation, it is 
not yet entirely a safe means of transportation. 
Every aviator takes his life in his hand when 
he flies. Lindbergh, entirely ignorant, we be- 
lieve, of the gigantic hoax in which he was being 
made a dupe, was exploited, at the risk of his 
personal safety, for the purposes of publicity. 
The stage setting, however, was too perfect ; even 
now the boomerang is returning, the more con- 
servative newspapers are realizing that they and 
the public have had one put over on them. 





THE COMMONHEALTH 


The Commonhealth, the quarterly bulletin of 
the State Department of Public Health, has 
again appeared among us, and as usual it makes 
good reading. 

Director X. H. Goodnough of the Division of 
Sanitary Engineering has contributed an article 
on rural sanitation with special reference to wa- 
ter supply; Dr. Harold E. Miner, Connecticut 
Valley district health officer has written on the 
control of nuisances; Dr. Edward A. Lane, 
health officer of the Metropolitan District has 
written on the ‘‘district health officer,’’ and Dr. 
Merrill Champion, director of the Division of 
Hygiene on health laws. 

In addition, May Day as Child Health Day is 
discussed by Albertine C. Parker, S.B., vice- 
chairman for Child Health Day, and the pre- 
natal and pre-school aspects of a community den- 








tal program by Dr. F. M. Erlenbach. 
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HOSPITALITY OF THE NEW YORK CITY 
ACADEMY OF MEDICINE 


Tue New York Academy of Medicine is one 
of the great medical institutions of the world. 
It aims to place at the disposal of the medical 
profession information both local and general 
which may be desired. It has opened its doors 
to visitors from abroad as well as to members of 
the State Society and will furnish information 
concerning clinics, post graduate study, stations 
of the Board of Health, how to get a patient into 
a hospital and in short places its resources at 
the service of all visiting physicians, even to pro- 
viding a rest or waiting room for doctors or their 
families. 

Two stated meetings are held each month and 
twelve sections to which visitors are welcome. 

Its library is one of the largest in the world 
among those devoted to medicine. 

This great organization is an inspiring ex- 
ample of what may be accomplished when inter- 
ests unite to promote the best service to human- 
ity. 

Every city should have some medical center 
whether it be under the designation of academy 
or some other suitable title which may weld the 
medical profession and its allied interests into 
an effective organization. 

This is especially true of Boston where the 
Medical Library, the hospitals, medical societies, 
dental and nursing organizations should have a 
common meeting ground. 

Until all health agencies come to feel a com- 
mon responsibility and codrdinate there is apt to 
be duplication of effort. 

It may be that the Boston Medical Library 
will assume leadership in a movement to follow 
the example set by New York. 





THIS WEEK’S ISSUE 
Contains articles by the following named 
authors: 


Firz, Reainaup. A.B., M.D. Harvard Medi- 
cal School, 1909. Physician, Peter Bent Brig- 
ham Hospital; Associate Professor of Medicine, 
Harvard Medical School. His subject is: ‘‘ What 
Would You Do If You Had A Peptic Uleer’’? 
Page 539. Address: Peter Bent Brigham Hos- 
pital, Boston. 


Goios, Meyer. Ph.D., M.D. Medico-Chirurgi- 
eal College of Philadelphia, 1908. Attending 
Gastrointestinal Diseases, Vanderbilt Clinic, 
Columbia University; Assistant Internal Medi- 
cine, Columbia University. His subject is: 
‘Duodenal Uleer Without Symptoms’’. Page 
546. Address: 25 West 81st Street, New York 
City. 


Monroe, Rosert T. A.B., M.D. University of 
Michigan, 1924. Associate in Medicine, Peter 
Bent Brigham Hospital; Assistant in Medicine, 





Harvard Medical School. Address: Peter Bur 
Brigham Hospital, Boston. Associated With him : 
18: 
Emery, Epwarp §., Jr. A.B., M.D, vee 
Medical School, 1920. Assistant in Medicine 
Harvard Medical School; Junior Associate 
Peter Bent Brigham Hospital. Address. 520 
Commonwealth Avenue, Boston. Their gy; 
is: ‘‘Gastrocolic Fistula as a Result of Peptic 
Uleer’’. Page 550. 


Lang, C. Guy. A.B., M.D. Harvard Mogi. 
eal School, 1908. Assistant in Dermato] 
Harvard Medical School; Assistant Dermatol. 
gist, Massachusetts General Hospital; Congyj, 
ant in Dermatology, Deaconess Hospital, 

His subject is: ‘Standards in Industrial Derma. 
tology’’. Page 553. Address: 416 Marlborough 
Street, Boston. 


BrancH, CuHar.es F. M.D. University of Ver. 
mont Medical College, 1923. Assistant Profes. 
sor of Pathology, Boston University School of 
Medicine; Pathologist, Massachusetts Home. 
pathic Hospital. Address: 80 East Concord 
Street, Boston. Associated with him is: 

Norton, Richarp H. D.M.D. Tufts Dental 
School, 1910. President, Massachusetts State 
Dental Society ; Associate Professor of Oral Sur. 
gery, Tufts Dental School; Staff Oral Surgeon, 
Massachusetts Homeopathic Hospital, Palmer 
Memorial and Massachusetts State Cancer Hos. 
pital. Address: 15 Bay State Road, Boston, 
Their subject is: ‘‘ Metastatic Hypernephroma of 
the Jaw’’. Page 559. 


EastMAN, EvGene B. A.M., C.M. MeGill Uni- 
versity Faculty of Medicine, 1902. FACS. 
Medical Referee, Rockingham County, N. H. 
His subject is: ‘‘ Papilloma of the Ovary’’. Page 
562. Address: 32 Congress Street, Portsmouth, 
N. H. 


Bow.er, JOHN P. A.B., M.S., M.D. Harvard 
Medical School, 1919. F.A.C.S. Surgical Staff, 
Hiteheock Hospital, Hanover, N. H. Associated 
with him is: 

DesBrisay, H. A. M.D., C.M. MeGill Univer- 
sity Faculty of Medicine, 1917. Medical Staff, 
Hitcheock Hospital, Hanover, N. H. Address: 
Hanover, N. H. Their subject is: ‘‘Some As 
pects of Pancreatitis’’. Page 568. 


WIGHTMAN, OrrIN Sacre, M.D. New York 
University Medical College, 1898. His subject 
is: ‘‘Syphilis of the Circulatory System, With 
Especial Reference To Aneurysm of the Aorta” 
(illustrated by Moving Pictures). Page 571. 
Address: 7 East 88th Street, N. Y. City. 


Buioop, Ropert O. M.D. Dartmouth Medical 
School, 1913. F.A.C.S. Member of Surgical 
Staff, Margaret Pillsbury General Hospital. His 
subject is: ‘‘Premature Separation of the Pla 
eenta with Histories’. Page 572. Address: 5 
So. State Street, Concord, N. H. 
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Marks, Homer H. M.D. Bowdoin Medical 
gchool, 1906. His subject is: ‘‘Observations of 
Present Day Application of Blood Transfusion’’. 
Page 575. Address: Berlin, N. H. 


Morse, Joun Lovett. A.B., A.M., M.D. Har- 
yard Medical School, 1891. Professor of Pedi- 
atries Emeritus, Harvard Medical School; Con- 
sulting Physician at Children’s and Infants’ 
Hospitals. Member: New England Pediatric So- 
ciety, American Pediatric Society, Association of 
American Physicians and Boston Obstetrical So- 
ciety. His subject is: ‘‘ Progress in Pediatrics’. 
Page 583. Address: 483 Beacon Street, Boston. 


iis, 
<< 


Che Massachusetts Medical Society 








SecTION OF OBSTETRICS AND GYNECOLOGY 
Foster S. Kellogg, M.D. Frederick L. Good, M.D. 


Chairman Secretary 
Frederick J. Lynch, M.D., Clerk 





What is the treatment of Ectopic Pregnancy 
and what results should be obtained by prompt 
resort to appropriate treatment ? 


The treatment of Ectopic Pregnancy is im- 
mediate hospitalization and surgery on diag- 
nosis. 

Fourteen deaths are reported in Massachu- 
setts in 1927 from Ectopic Pregnancy. Most 
deaths are apparently due to a failure to make a 
reasonably early diagnosis. Failure of early 
diagnosis is we believe from experience oftenest 
due to the practitioner’s forgetting for the time 
being that this pathological condition is an ever 
present possibility in any woman in the child 
bearing period. Since this statement would seem 
to be true we believe the best method of reduc- 
ing mortality is for each doctor once a year to 
read some good text book article on ectopic preg- 
nancy that he may refresh his memory on types 
of cases for diagnosis. We have no hesitation in 
recommending as best for this purpose the mono- 
graph by Edward A. Schumann, M.D. (D. Ap- 
pleton and Co. 1921): It contains illustrative 
eases and is a most practical as well as thorough 
work, and is not too bulky for general use. 

The second part of this query cannot be better 
answered than by the last paragraph in Schu- 
mann’s monograph. It is therefore quoted ver- 
batim. 

The hope for recovery of a woman afflicted 
with ectopic pregnancy is yearly growing great- 
er, and the gynecologist who reviews the history 
of this remarkable lesion must complete his sur- 
veys with intense pride and gratification that the 
labors of his predecessors in this field have 
wrought such vast improvement in results. Con- 
sider Parry’s statistics of 1876, when among 500 
eases 386 perished of this lesion. 

In 1918 in Philadelphia, there were 169 such 
patients admitted to hospitals, of whom thirteen 





died, or 7.7 per cent. These figures contemplate: 





all cases—those admitted to hospital when al- 
ready moribund, as well as the more favorable 
types. 

In Farrar’s series of 309 cases, there were 
three deaths, or .97 per cent. In P. F. Williams’ 
series of 147 cases, death occurred four times, a 
mortality of 2.7 per cent. Of Oastler’s 106 
cases, seven died, or 6.5 per cent. The writer 
has studied 307 cases with eight deaths, or 2.6 
per cent. 

On the whole, then, it may be concluded that 
the average mortality in a well conducted clinic 
will be 4 per cent. or under, and it is the firm 
belief of the writer that if every woman brought 
to a hospital with a correct diagnosis of rup- 
tured ectopic pregnancy be subjected to imme- 
diate operation, without regard to her condition, 
the mortality will be still further reduced. Two 
of the writer’s eight deaths were a direct result 
of his lack of courage in operating upon mori- 
bund women, and since this time, now four years 
ago, not once case has perished. 

It has been said in high places that there is 
no excuse for the existence of gynecology as a 
surgical specialty, but to him who has read this 
book, the question is left, as to whether or not a 
branch of medicine which has within a half cen- 
tury reduced the mortality of so dreadful an 
accident as the rupture of a gravid tube, from 
80 per cent. to 4 per cent., has not justified its 
existence in full. 


Questions of a similar nature to the foregoing 
will be discussed in the JoURNAL each week. 
They may be addressed to the Clerk of the Com- 
mittee, in care of the JouRNAL and will be 
answered by members of the Committee of the 
Section of Obstetrics and Gynecology. 

a 


THE DOCTOR’S SADDLE-BAG 


THE PATIENT HIRES HIS DOCTOR 


SomeEetIMEs I wonder what patients have in 
their minds as their conception of the value to 
them of their medical service. They order it; 
they pay for it—not always, of course, but fre- 
quently—and frequently they do not take it even 
when paid for. It seems downright uneconomi- 
cal, but perhaps they are slaves to a budget sys- 
tem by which a certain sum must be paid for 
medical attention whether they want it or not. 

The other night a frantic mother called her 
physician up at 2:00 A.M. (He knew the exact 
time because he had a clock with an illuminated 
dial.) Her four-year-old was very sick; she was 
nauseated and wanted to vomit, but couldn’t; 
unhappy child. An inspiration seized him as 
his numbed senses dragged themselves out of an 
abyss of sleep. 

‘‘Has she eaten anything out of the ordi- 
nary?’’ he asked. 

‘*No, doctor, only a chocolate lollipop.’’ 

















594 


EDITORIAL DEPARTMENT N. 





**Do you expect, then, that your daughter will 
not be sick if you feed her chocolate lollipops?”’ 
he expostulated. 

‘*But doctor, she has had only four or five.’’ 

‘“Then,’’ he replied indignantly, ‘‘you are 
getting exactly what was coming to vou.’’ The 
trouble was, he said it to himself. He didn’t 
even ask if the baby had eaten the sticks on 
which chocolate lollipops are usually impaled, 
like the heads of the victims of the Lord High 
Executioner’s peculiar sense of justice. He 
merely told her how to make the baby vomit. Of 
course there was no ipecac in the house, ‘but there 
are ways— 

This patiey.t had had a careful diet outlined 
for- her child, I was told, and had paid for it, 
and so far as I remember chocolate lollipops 
were not even negatively mentioned. He had 
not even said that one or two might be given for 
dessert if the child was feeling bilious. Even his 
just wrath, however, was tempered by the con- 
sciousness that mothers do not like to be with- 
ered with scorn or heaped with contumely when 
frantic because their children are trying to erupt 
a half dozen chocolate lollipops, with or without 
their wooden skewers. 


What a shame that the bon mot, the tart and 
pertinent retort cannot be used, for reasons of 
poliey, when thought of in time, and that on all 
other occasions it is conceived after the receiver 
has been hung up, ten minutes or ten days too 
late! It is only in writing that we can put the 
pat repartee to its fullest use, and then we are 
simply shadow boxing. 

It is curious that so many people fail to appre- 
ciate the value of preventive or health-conserv- 
ing medicine as it may be personally applied 
and derived, to the satisfaction of both parties 
concerned, from the practice of their medical 
retainers. They will not see it; they want their 
chocolate lollipops and they want their doctors 
to rescue them from their folly, painlessly and 
inexpensively, at 2:00 A. M. by an illuminated 
dial. Even the Professor of Social Ethies at 
Harvard University, who, like a modern Moses, 
leads his people out of the bondage imposed 
upon them by the Pharaohs of medicine, fails 
to appreciate the wisdom of preserving health, 
on the advice of the physician, even while he ad- 
mits—having convinced himself of the fact,— 
that medicine cures but rarely. Under the ban- 
ners of doubt, shaken confidence, and Christian 
Science he-scuttles towards the Red Sea, hoping 
that the tide will be out; anything to save the 
Israelites from the whip lashes of the pill-dealing 
fraternity. 

The Professor, while we are on the subject, 
does wrong to advocate Christian Science. Chris- 
tian Science has done much harm in the presence 
of organic pathology, and has done a little good 
in its absence. The. good which it does in the 
alleviation of mental distress and in the foster- 
ing of a hopeful attitude of mind is an old, old 
arrow in the quiver of medical practice. That 








<a 
arrow has been whetted and gilded by an emo. 
tional cult and taken as its only missile, qj 
ing all the others, and when it is sped the Quiver 
is empty. 

The Professor shows a curious attitude of 
mind when he recommends the cult and its 
weapon, often unintelligently employed, ingt 
of that weapon in the hands of those who know 
best how to use it, and have other weapons ag 
well, with which to fight disease. 

However, it’s all in a day, and the public 
loves to be hoodwinked, particularly in its gelee. 
tion of medical advisers. Physiology and pathol. 
ogy and health and disease they love to consider 
as mysteries, and the more mystery there ig gyy. 
rounding them, the better they love the medicine 
man. The average person is more than a little 
superstitious and has a decided atavistie hanker. 
ing after miracles. That is why the most inte. 
ligent among us, to all appearances—the most 
hard boiled broker; the twenty minute egg of q 
realtor; the dyed in the wool conservatiye 
banker, will forsake his trusted and dependable 
family physician to have his leg pulled by an 
osteopath or his vertebrae dislocated and relo. 
cated by a chiropractor—because they advertise 
their skill in a new, remarkable and miracle-per- 
forming method, which, by a simple adjustment, 
will cure an earache, a toothache or a stomach- 
ache ; laryngitis, appendicitis or perityphlitis, or 
cancer in any of its forms. 

After all is said and done, the cults, the 
quacks and the cranks are a boon to the medical 
profession for they give us something to keep 
our indignation in training on. 


<i 





MISCELLANY 
TUBERCULOSIS ABSTRACTS 





A REVIEW FOR PHYSICIANS ISSUED MONTHLY BY THE 
NATIONAL TUBERCULOSIS ASSOCIATION 





HE X-ray is a valuable diagnostic 
a aid in diseases of the chest. Def- 
inite roentgenological evidence of 
, } enlarged lymph nodes, plus a posi- 
Te, tive tuberculin reaction strongly 
Crete NC indicates tuberculosis of the jr 
‘ venile type. Definite parenchymal 
changes seen in the X-ray film, lo 
cated usually in the upper half of the chest and which 
coincide with the clinical findings, strongly support 
the diagnosis of pulmonary tuberculosis. But the 
X-ray must be regarded, at best, merely as an aid 
to diagnosis. Interpretations of the plate should al- 
ways be made by roentgenologist and clinician jointly. 








CHESTS OF NORMAL CHILDREN 


A group of three roentgenologists, working in close 
co-operation with as many clinicians, attempted to 
establish the X-ray appearance of the normal childs 
chest. Five hundred children were studied. While 
it was found impossible to describe a normal chest, 
they succeeded in. establishing a theoretical normal 
with wide variations that would serve as a basis for 
the interpretation Of abnormal appearances. A com 
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mmatic reproduction of several roent-| Calcifications were occasionally found in the upper 
ss og lobes and quite frequently along the heavy trunks 


raphs was made and marked off into three 
gones. Zone I contains the root shadows, Zone II, 
the trunk shadows gradually fading out into their 
final subdivisions and Zone III, radiating lines from 
these and shading off before the periphery is reached. 
The conglomerate shadow, commonly called the hilum 
shadow, when found lying entirely within Zone i 
may be regarded as normal except where it is made 
up of a solid mass of homogeneous shadow giving 
undoubted evidence that it represents a growth or 
mediastinal pleurisy. Calcified nodes at the root of 
the lung without evidence of lung disease are of no 
significance except as a possible evidence of some 
healed inflammatory condition, possibly, but not nec- 
essarily, tuberculous. Where in Zone II and III nor- 
mal shadows do not gradually fade out as described, 
the appearance may be due to a variety of conditions 
of an inflammatory nature or otherwise; it may ac- 
company a tuberculous process but is not necessarily 
indicative of tuberculosis.—Clinical and X-ray Find- 
ings in the Chests of Normal Children, Harry K. Pan- 
coast, Kennon Dunham and F. H. Baetjer, American 
Review of Tuberculosis, July, 1922, VI, 331-340. 


genog: 














Composite X-ray made from several roentgen- 
ographs of normal children’s chests and divided 
into zones. 


THE HEALTHY ADULT CHEST 


The same group of clinicians and roentgenologists 
later attempted to describe the roentgenological ap- 
pearance of the normal adult chest. In view of the 
many lasting evidences of previous disease found in 
clinically normal chests, it was decided to discontinue 
the use of the term, normal chest, and adopt that of 
healthy chest. On this basis, the clinicians selected 
280 adults whose chests were clinically normal. Re- 
lationships and appearances of the bones, soft parts, 
diaphragm, heart, aorta, trachea and bronchi were 
studied, as well as the hilum shadow, the trunk 
shadows and calcifications. It was found convenient 
and practical to divide the chest into zones as in the 
child’s chest studies. Another valuable landmark 
was established by dropping a perpendicular line 
from the mid-point of the left clavicle. This line 
passes well outside the middle of the dome of the 
left diaphragm and the apex of the heart is well within 
the line. Calcifications were almost universally noted 
in one or both hila by two members of the X-ray 
group and not so frequently by the third member. 





to the lower lobes. As calcified tuberculous lesions 
increase with age and as they are more numerous 
with children in contact families than with those 
in non-contact families, it was concluded that cal- 
cified tracheobronchial lymph nodes in adults are less 
significant than in children, for in most instances 
healing has doubtless occurred. 








PERIPHERAL NODULE WITH TRACHEOBRONCHIAL 
CALICIFICATION 


In the left fifth interspace, near the posterior axillary line, 
is an irregular calcified nodule (1). On the shadow of the 
left arterial main stem at the level of the sixth rib and in- 
terspace, is a faint irregular calcium shadow (2), and an- 
other, irregularly club-shaped, lies mesially on the aortic 
curve at the sixth rib (3). 

The homogeneous densities on the right (4) are due to 
blood vessels, axially radiated. 

Roentgenograph and Interpretation by F. M. McPhedran. 

The complete report, illustrated with diagrams and 
X-ray photographs may be secured through the tuber- 
culosis society.—Studies on Pulmonary Tuberculosis. 
II. The Healthy Adult Chest, Henry K. Pancoast, 
F. H. Baetjer and Kennon Dunham, American Review 


of Tuberculosis, April, 1927, XV, 429-471, 
X-RAY FOR DISCOVERING JUVENILE TUBERCULOSIS 


A study of 50,000 school children, made by the 
Massachusetts Department of Health, showed that 
3.7 per cent. had hilum (tracheobronchial) tuber- 
culosis. Without a roentgenograph, no absolute diag- 
nosis of hilum tuberculosis can be made, nor can 
tuberculosis be eliminated in an ill child unless the 
X-ray films are negative. Slight changes in area or 
of density of the hilum shadows are of no signifi- 
cance, but areas of increased density at the root of 
the lung or along the trachea that have the form 
of glands or gland masses justify the assumption that 
calcified tuberculous glands are present. Rarely one 
finds a large area of homogeneous shadow extend- 
ing from the hilum toward the periphery due to a 
recent first infection with tubercle bacilli. Serial 
films, taken at several months’ intervals, show a 
gradual absorption, ending eventually in a small, 
calcified nodule—The Diagnosis and Prognosis of 
Juvenile Tuberculosis, Henry D. Chadwick, Boston 
Medical and Surgical Journal, January 26, 1928, 
CXCVII, 1399-1401. 
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SERIAL X-RAYS TO FOLLOW PROGRESS 


Many roentgenologists and clinicians advise that 
X-ray plates be made serially; that is, at regular 
intervals in order to determine (in conjunction with 
clinical findings) whether the disease is progressing, 
retrogressing or remaining stationary. A brief sum- 
mary of the course of tuberculosis as followed by the 
X-ray is as follows: 

In early active tuberculosis, infiltration most com- 
monly appears in the periphery of the lung above 
the level of the third rib. The shadows appear 
light and fuzzy or mottled, densest in the centre. 
Leading from the mottling toward the lung hilum, 
there are usually seen fuzzy areas along the linear 
markings and the bronchial trunks. As the dis- 
ease progresses, the mottling may spread over a con- 
siderable area and the. shadows seem to coalesce. 
The densest shadows are interpreted as caseation and 
these usually appear where the dense areas in the 
mottling were first seen. From infiltration to case- 
ation ordinarily requires more than a month. Later, 
the dense caseous shadows become less dense and 
often entirely disappear, thus leaving areas of rare- 
faction. By the coalescence of several such areas, 
a large area involving, sometimes, the greater part 
of the upper lobe may result, giving evidence of 
cavitation. As healing begins, the hazy outlines, 
particularly those at the hilum, become sharper 
and the areas shrink. Definite opacity is interpreted 
as deposits of calcium. Consolidated areas, as they 
become fibrous, show heavy bands extending from the 
hilum to the periphery. After calcification takes 
place, areas interpreted as caseation increase in 
density and finally become sharp and opaque. Cal- 
cification is found to develop from eight months to 
two years. The obliteration of cavities may be 
shown by the X-ray. Around the areas of rare- 
faction (cavitation) is seen a dense ring (fibrous 
wall). As fibrosis increases, the ring contracts un- 
til there remains only a heavy clouding or small 
deposits of fibrous tissue—-Modern Aspects of the 
Diagnosis, Classification and Treatment of Tuber- 
culosis, J. A. Myers, Chap. IX, p. 96, Williams & Wil- 
kins. 

——$— 


RECENT DEATHS 


NICKERSON — Dr. GreorGE WHEATON NICKERSON, 
a Fellow of the Massachusetts Medical Society since 
1884, died at his home in Stoneham, April 27, 1928, 
at the age of 76. 

Dr. Nickerson was a native of Martha’s Vineyard, 
a graduate in medicine at the College of Physicians 
and Surgeons, Columbia, New York, in 1878, and 
settled in practice in Woburn. He moved to Stone- 
ham in 1895. There he was town physician for a 
number of years. 

From 1892 to 1895 he was a councilor from the 
Middlesex East District of the Massachusetts Medi- 
cal Society and in 1897-1899 president of that dis- 
trict. He was a Fellow of the American Medical 
Association. 

Dr. Nickerson is survived by his widow. 








DONAHUE —Dr. Hueu Donanve of Haverhill 
died in that city, April 24, 1928, following a cerebral 
hemorrhage a week previously. He was a graduate 
of Harvard Medical School in the class of 1888, 
joined the Massachusetts Medical Society the follow- 
ing year and settled in Haverhill. 














a 
He had been interested especially in the ss 
of children and had studied in that department o,- 
several visits to Germany. bee 





HOITT—Dr. EvGENE GorHAM Hoirt, formerly 
Belmont, died at Seattle, Wash., April 12, 1 - 
78. He was a graduate of the University of 
Medical School in 1881, joined the Masgach 
Medical Society in 1883, when he settled jp- 
borough. In 1915 he moved to Dorchester ang the 
following year to Belmont. Two years ago he 
to Seattle to be with his cousin, Ralph H, Hoitt. He 
was a life member of Aleppo Temple of A. A. 0, y 
M. S. of Boston and of Belmont Blue lodge Fg 
A. M. of Belmont. 

Dr. Hoitt is survived by his widow, Gladys 4, 
Hoitt. 
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CORRESPONDENCE 
USE OF THE CABOT CASE HISTORIRS 








Quincy, Illinois, April 24, 1998 
Editor New ENGLAND JOURNAL OF MEDICINE, 
Boston, Massachusetts. 


My dear Doctor: 

While reading in a recent Journal of the use that 
is made of Cabot’s Case histories it occurred to me 
that it might be worth while to tell of our Quincy 
Physicians’ Study Club, composed of 21 members of 
the Adams County Medical Society resident in this 
city. 

The Club has been organized for over five years, 
the roster of membership is full, and all the members 
are enthusiastic over the study club and its accom. 
plishments. 

Meetings are held twice a month at 8:15 P. M. in 
the homes of the various members. The evening is 
given over first to the study of one of the Cabot 
Case histories, the leader having been selected two 
weeks in advance, he selects the case for discussion, 
and the secretary of the Club sends out multigraph 
copies of this case to the members the week pre 
ceding the meeting. Of course the discussion is 
not included or printed on the sheet sent each mem: 
ber. 

When the night of meeting comes the history is 
read by the leader of that. meeting, and then each 
member is required to write out his diagnosis and 
hand the same to the leader. He takes up the vari- 
ous diagnoses in turn and each physician discusses 
his own giving the reasons for the faith that is in 
him. General discussion awaits the reading of Dr. 
Cabot’s discussion and the various diagnoses. These 
are multigraphed on a separate sheet and handed 
to each member. 

In addition to the one case history some, member, 
who has been previously notified, gives a resumé, 
written, of the advances and progress of that branch 
of medicine or surgery, which he has chosen for his 
own field. After the scientific meeting is held there 
are always refreshments served by the gentleman 
who is host for that meeting. 

The work of the Quincy Physicians’ Study Club has 
been most profitable to the members, all of whom are 
better diagnosticians now than they were 5 years 
ago. We recommend it as a workable plan for any 
group of doctors who want to keep up with the at 
vances of medicine and surgery. 

Very truly yours, 
; C. A. WELLS, M.D. 
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LIABILITY INSURANCE 


April 24, 1928. 
Editor, NEw ENGLAND JOURNAL OF MEDICINE, 
Dear Sir: 

I believe it advisable to notify the physicians, 
through your Journal, that Physicians’ Liability In- 
surance policies are written to cover malpractice, 
error or mistake and that they do not cover General 
Liability. In other words, if a patient slips on a rug, 
or falls off a chair, or anything of this kind in a 
Doctor’s office it is not covered by a malpractice 
policy but comes under a General Liability policy. 

It is also advisable that the doctors should realize 
more fully the necessity of immediate report on re- 
ceipt of notice of claim, and not wait until they get 
a summons into court. 

The statement made some time ago “write no let- 
ters, and destroy no letters” should be followed more 
closely in relation to the public than it is. They 
should write more freely to their Agency, giving all 
information and help possible. 

Doctors should be careful with whom they discuss 
claims and give the company all help possible in 
blackmail suits against themselves or a fellow prac- 
titioner. Many suits are the direct result of an un- 
guarded remark of another physician. 

There have been several large verdicts rendered 
in the last few months against physicians, but for- 
tunately, through the immediate investigation, thor- 
ough preparation, codperation of the physicians and 
an able Legal Department we have no court record 
against us to date. The service the Company is 
rendering by investigation, preparation and trial has 
been very costly. 

We would like to express our appreciation here of 
the codperation of many physicians and with the con- 
tinuance of this codperation we hope to keep our 
slate clean. 

Yours very truly, 
GeorGE H. CrRossig, 
Agent for the United States Fidelity 
& Guaranty Company. 





TO THE PHYSICIANS OF LAWRENCE, METH- 
UEN, ANDOVER AND NO. ANDOVER 


Dear Doctor: 

The Lawrence Cancer Clinic, under the auspices 
of the Massachusetts Department of Public Health 
was opened at the Out Patient Department of the 
Lawrence General Hospital, Tuesday, April 24, at 
10 A. M. and will continue thereafter upon the first 
and third Tuesdays of each month. 

This Clinic will be manned by the thirty-five mem- 
bers of the Medical Staff of the Hospital, and will be 
in charge of the regular surgical and medical chiefs 
on service in the house, and associates. Consulta- 
tion service will be available locally and from Boston. 

The Clinic will be conducted upon ethical standards, 
and patients, after examination, will be referred to 
the family physician for advice and treatment, and a 
form letter, giving the findings, mailed to the latter. 

This is a free diagnostic clinic and will have a 
social worker attached, who will follow each case to 
its disposal. 

All physicians in -the north half of Essex County 
are cordially invited to use this Clinic. 

— the objects of the Clinic are the follow- 
ng: 

1. To reduce the period between the discovery of 
the lesion or symptom and first visit to physician. 








2. To reduce the time between diagnosis and in- 
auguration of effective treatment. 

3. To assist needy cancer patients to receive ade- 
quate treatment. Of these latter, some will be ad- 
mitted to L. G. H. wards, and others referred to 
Pondville Hospital, Wrentham, Mass., under charge 
of the Department of Public Health. 

The co-operation of each physician is desired. 

Roy V. BAKETEL, M.D., 
CuHas. J. Burcess, M.D., 
J. Forrest BuRNHAM, M.D., 
FREDERICK D. McALLister, M.D., 
JOHN J. McARDLE, M.D., 
Harry H. Nevers, M.D., 
THos. V. Unrac, M.D., 
Joint Cancer Committee of 
Lawrence Medical Club and 
Lawrence General Hospital. 
April 14, 1928. 





GRATITUDE OF THE KENTUCKY BOARD OF 
HEALTH 


Editor, NEw ENGLAND JOURNAL OF MEDICINE: 

I hesitate to impose on you again but recently my 
good friend, Dr. Colt of Pittsfield, sent me a pro- 
nouncement from the august State Board of Health 
of Kentucky calling on the people in their several 
houses of worship to thank “the Divine Ruler” that 
the State Board of Health has been kept out of pol- 
itics. With the many excellent things that my pre- 
decessors have done I think perhaps they have not 
paid sufficient attention to the spiritual aspects of 
the work of this Department and we will consider se- 
riously taking a leaf out of the excellent book of 
the State Board of Health of Kentucky. I am en- 
closing a copy of what purports to be the authentic 
Kentucky pronouncement. 

Cordially yours, 
GeorGE H. BIGELow, M.D., 
Commissioner of Public Health. 


Copy 


STATE BOARD OF HEALTH OF KENTUCKY 


A. T. McCormack, M.D., Sixth and Main Streets, 
State Health Officer Louisville, Kentucky. 


To the People of Kentucky: Greetings: 

In this solemn hour of victory the medical and 
pharmaceutical professions of the Commonwealth 
have requested the State Board of Health to invite 
you to assemble in your respective houses of worship 
on Sunday, March 25th, that we may express our gra- 
titude to the Divine Ruler of the Universe for His 
support during the terrible battle at Frankfort, be- 
tween the predatory politicians who sought to obtain 
control of our public health organization that it might 
be exploited for selfish partisan purposes, and the 
aroused public opinion of the people who were de- 
termined that the responsibility for the health and 
lives of the citizens of Kentucky should remain with 
the profession which has exercised it for half a cen 
tury. ; 

The State Board of Health of Kentucky is fifty 
years old today. Created by the General Assembly 
during the crisis of epidemics of yellow fever and 
cholera, it has, with the co-operation of the medical 
profession and people, prevented any epidemic of ex- 
otic pestilence during these fifty years. The annual 
death rate has been reduced from 29 to 11.7 per thou 
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sand population. Human life has been extended upon 
the average from about 25 years to 57 years. 

Such an organization has naturally builded itself 
in the hearts of the people. It reaches into every 
home where a baby comes. It has been natural that 
from time to time uninformed politicians have sought 
to secure control of such an organization—never re- 
alizing that its every power would be vitiated and 
destroyed were it for an instant made the tool of 
party or personal politics. 

Profoundly grateful to Almighty God, humbled by 
the great responsibility which has been placed upon 
it by your confidence, we invite you to join with us 
in reconsecrating ourselves in a determined move- 
ment to make Kentucky the healthiest, and its people 
the happiest and most useful citizens of our country. 

Given under our hands and seal of the State Board 
of Health, this March 16th, 1928. 

J. E. WeEtLs, President, 
A. T. McCormack, Secreiary. 





INFORMATION WANTED 


<a April 16, 1928. 
To the Editor of the N. E. JournNAL or MEDICINE, 
Boston, Mass. 

Who was it that painted “The Good Physician”? 
Who stored his “saddleback” with simples and balm 
and tonics? May Eos, Mother of Dawn, long light 
his way and keep his vision clear! Long may he 
continue to loose “winged words”! 

It is cheering that there are still with us some— 
one anyway—who can preach helpful and hopeful 
sermons and deliver them in a charming, classic 
style. Please give him liberal space, for his matured 
thought is much needed by the younger doctors and 
appreciated by the older ones, too. 

Sincerely, 
JOHN D’OR CHIGNEATO. 


<i 
a cael 


NEWS ITEMS 








APPOINTMENT OF DR. WALTER B. CANNON— 
Dr. Walter B. Cannon of Harvard Medical School has 
been appointed as a member of the Council of the 
National Academy of Scientists. 





NEW YORK CONSUMPTIVES ON WAITING LIST 


Two hundred cases of tuberculosis are on the wait- 
ing list at the Hospital Admission Bureau of New 
York, despite the fact that a year ago there were 
more vacancies than there were cases for admission. 
The waiting list is due partly to the tearing down 
of shacks at the Otisville Sanatorium and partly 
to an increase in the disease, attributed to the large 
amount of unemployment. 





GRANT TO GORGAS INSTITUTE RECOMMENDED 


The Senate Committee on Foreign Relations has 
ordered a favorable report on the bill authorizing an 
annual appropriation of $50,000 to be paid to the 
Gorgas Memorial Institute of Tropical and Pre- 
ventive Medicine in Panama. ¥ 

The gift is dependent upon the completion of the 





NOTICES 








DENTISTRY AND MEDICINE 


A meeting of unusual interest is to be held at the 
Hotel Statler during the Convention of the Masgp. 
chusetts Dental Society, on Thursday, May j 
from 2 to 5 P. M., when the Section on Children’ 
Dentistry meets to listen to the address of Dr. Cc : 
Johnson on “The Highest Function of the Dentist” 
A Clinic will follow his address. 

The very rapid strides made in preventive work 
in dentistry in recent years and the recognition of 
the relation of oral health to general health makes 
this an opportunity to hear from a recognized author. 
ity the latest views regarding the work of the dentigt 
in maintaining health. Physicians are invited to this 
meeting. It is hoped that many may attend. There 
must be closer coéperation of dentist and Physician 
if each is to do his full duty to his patient. 





CONFERENCE ON RHEUMATIC DISEASES 
To Be HEtp at Barn, 10TH AND 11TH May, 1928 


PRESIDENT OF THE CONFERENCE 
Sir George Newman, K.C.B., Hon. D.C.L., LL.D.; 
M.D., F.R.C.P., D.P.H., Chief Medical Officer, Minis 
try of Health. 


SESSIONS AND PRESIDENTS 


1, Social Aspects. The Right Hon. Lord Dawson 
of Penn, G.C.V.0O., K.C.B., K.C.M.G., Hon. LLD,; 
MD., F.R.C.P., Physician to H. M. the King. 

2. Causation. Sir Humphry Rolleston, Bt., K.CB, 
Hon. D.Se., D.C.L., LL.D.; M.D., F.R.C.P., Physician 
to H. M. the King, Regius Professor of Physic, Uni- 
versity of Cambridge. 

3. Treatment. Sir E. Farquhar Buzzard, K.C.V.0, 
M.A., M.D., F.R.C.P., Physician to H. M. the King, 
Regius Professor of Medicine, University of Oxford, 


ORGANIZING COMMITTEE 
F. G. Thomson, M.A., M.D., F.R.C.P., Chairman; 
Vincent Coates, M.C., M.A., M.D., M.R.C.P., Hon. Medi- 
cal Secretary, 10 Circus, Bath, Tel. 776; John Hatton, 
Hon. Organizing Secretary, the Pump Room, Bath, 
Tel. 9; Rupert Waterhouse, M.D., M.R.C.P.; R. G. 
Gordon, M.D., D.Sc., F.R.C.P.E. 





WORCESTER NORTH CANCER CLINIC MEETS 
TUESDAYS AT 10 A. M. 


At Burbank Hospital—May 22, June 12, July 3 and 
24, August 14, September 4 and 25, October 16, No 
vember 6 and 27, December 18. 

At Leominster Hospital—May 8 and 29, June 18, 
July 10 and 31, August 21, September 11, October 2 
and 23, November 13, December 4 and 25. 

At Henry Heywood Memorial Hospital—May 16, 
June 5 and 26, July 17, August 7 and 28, September 18, 
October 9 and 30, November 20, December 11. 

Any physician referring a case of suspected cancer 
to the Clinic will receive a letter, giving diagnosis and 
recommendations as to treatment. If the physician 
so requests, treatment will be undertaken by the 
Clinic to which the patient is referred; otherwise 
the patient will be returned to his own physician with 





Institute within five years. 





suggestions for appropriate treatment. 
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MEETINGS 


HARVARD MEDICAL SCHOOL 


On Monday, April 16th, 1928, at 5:00 P. M. Profes- 
sor Bruno Bloch, distinguished dermatological in- 
yestigator of Zurich, spoke at the Harvard Medical 
School on “The Formation of Pigment in the Skin.” 

Professor Bloch limited his lecture to the study of 
‘melanin. The study of melanin formation, said Pro- 
fessor Bloch, is a morphological as well as a chem- 
ical problem. There are two kinds of pigment cells. 
‘The first of these, the melanophores, are found deep 
jn the coruine of the skin, and are tissue cells which 
have phagocytized pigment; they themselves are in- 
capable of producing pigment. The melanophores, 
or Mongolian cells, are found mainly in the Mon- 
golian and Negro races, the difference between these 
Yyaces and the Caucasians being merely a quantitative 
one; they are also normally found in the so-called 
“Hlue naevus.” The other cells, the melanoblasts, are 
found in the epidermis and are capable of forming 
‘pigment. The normal pigment in the body is due 
‘to the presence of melanophores which in the eye 
‘are of ectodermal origin and in the skin of meso- 
‘dermal origin. 

Chemically, pigment has not been formed artifici- 
‘ally. Melanin is found to be soluble in water and 
‘organic solvents, and consists of nitrogen (not amino 
nitrogen), oxygen, hydrogen, and iron. Some ob- 
‘servers believe that melanin is formed from tyrosine 
‘by the action of tyrosinase which has been demon- 
‘strated in haemolymph glands and in the lymph fol- 
licks of other structures in the body. In special 
‘studies on Addison’s disease, Professor Bloch finally 
concludes that melanin is formed by a special fer- 
‘ment. He noticed a close chemical relation between 
adrenalin and dioxyphenylalanine. Thus, if tissues 
are put in contact with dioxyphenylalanine, the mel- 
anoblasts will stain a brown color. This is due, 
thinks Prof. Bloch, to the presence of a ferment 
‘which he calls dopaoxidase, and the reaction the 
‘dopa-reaction. The letters of the word “dopa” come 
‘from the first letter of each part of di-oxy-phenyl- 
‘alanine. This reaction of a fermentative nature is 
very specific and depends on the presence of the fer- 
‘ment in the cells. Thus, in albinos there is no posi- 

tive dopa-reaction; white guinea-pigs also give a 
negative reaction. 





A study of chick embryos shows that pigment in 
the eye begins to form at the 5th day, reaches a 
height on the 7th, and ceases on the 8th day. Thus 
in adult life the dopa-reaction gives indications of 
a reversion to embryonic function and of malignant 
growths. Melanotic carcinomata give a _ positive 
dopa-reaction. Further proof is found in the fact 
‘that dioxyphenylalanine can sometimes be demon- 


“strated in the urine of patients with melanotic car- 


‘cinoma. 


Professor Bloch made several conclusions. First, 
‘the dopa-reaction is positive wherever melanotic 
‘pigment is formed, that is in the melanoblasts. Sec- 
‘ond, there is a time, place, and intensity relation be- 
‘tween the dopa-reaction and natural melanin for- 
mation. Thus, Professor Bloch finally concluded, 
not only is the dopa-reaction an indicator of melanin 
formation, but it is actually identical with the nat- 
ural ferment, Which he then calls dopaoxydase. 

The leéture was well illustrated with charts, wax 








interesting. 


Professor Bloch attended the clinical meeting of 
the New England Dermatological Society at the 
Boston City Hospital previous to the lecture, and 
following it he was a guest, with Dean Edsall, at 
the dinner of the Society held at the University Club. 
Professor Bloch spoke on the teaching of dermatology, 
illustrating it by a description of his clinic in Zurich. 
Dean Edsall discussed plans for the future of the 
dermatological department in the School. 





HARVARD MEDICAL SOCIETY 


The Harvard Medical Society held a meeting on 
April 10, 1928, at 8:15 o’clock at the Peter Bent Brig- 
ham Hospital. After the presentation of cases Pro- 
fessor Hans Zinsser of the Harvard Medical School 
spoke on “Bacterial Allergy in Relation to Infec- 
tions.” 


The first case was presented by Dr. Marlowe. The 
patient was a 12 year old girl with an irrelevant 
past and family history. About eight weeks ago she 
had a feeling of malaise followed by a definite chill. 
These continued occurring every three or four days. 
In spite of the fact that no malarial parasites were 
found on repeated examinations, she was treated 
with quinine with little effect. On admission to the 
hospital physical examination was entirely negative. 
Her temperature showed a sharp rise in the after- 
noon of.every third day to 104°. This was preceded 
sometimes by a half hour of malaise and sweating. 
Her clinical pathology was little help. At the height 
of one chill her white count was 22,000. At other 
times it was between 7000 and 8000. Blood culture 
was questionably positive. Her urine showed occa- 
sional white cells. Dr. Christian called the case one 
of bacterial allergy, and probably a meningococcus 
septicemia which gives somewhat the same picture. 


The second case was a neurological patient pre- 
sented by Dr. Scarff. The patient was a 12 year 
old boy who came into the hospital complaining of 
convulsive attacks of 10 years’ duration. He was the 
youngest of six children, the other five having died 
before the age of ten. The athetoid convulsions 
started after an attack of measles, and occurred 
chiefly in the left arm. He was found to have 
congenital visual defect, marked myopia, some len- 
ticular opacity, precocious development of external 
genitalia, and marked calcium deficiency, it being 2.6 
mgms. per 100 c.c. of blood, the normal being 10 
mgms. per 100 c.c. X-ray showed a denseness of the 
bones of the skull, face and spine with separation 
of the coronal suture, and poorly developed teeth. A 
positive Chvostek was obtained on the face. Dr. 
Cushing pointed out that it was interesting that the 
patient had a little hydrocephalus, obscure calcifica- 
tion of some kind, and undoubtedly a pineal disturb- 
ance. The relation of pinealismus to evidences of 
tetany seemed obscure. The patient was sent to the 
Children’s Hospital for investigation. 


Generalization from the study of protein anaphy- 
laxis to other forms of hypersensitiveness such as 
asthma, and certain food and drug idiosyncrasies, 
Dr. Zinsser pointed out, has met with many obsta- 
cles, the chief of which has been the difficulty of re- 
peating experiments on .passive sensitization with 
Our knowledge of bac- 


antibody-containing sera. 
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terial allergy is still somewhat sketchy and yet much 
has been done. It has been shown that the bacterial 
antigen consists of two functional fractions: one, 
a nitrogenous nucleoprotein-like material which it- 
self gives a loose species specificity rather than a 
type specificity on immunization; the other, prob- 
ably of carbohydrate structure, and called the “so- 
luble specific substance” will not cause antibody for- 
mation of any kind. These two fractions tend to dis- 
sociate most easily, but attempts to put them to- 
gether again have so far been unsuccessful. 

An example of this is seen in the tuberculin reac- 


tion. Three facts are gleaned from this study: first, 
it is the presence of the tubercle bacilli which in- 
cites a specific reaction; next, that the antigenic 
stimulus is not released from bacilli except by the 
presence of tissue reactions; and third, the injec- 
tion of chemically produced tubercle bacillus cleav- 
age products are not capable of eliciting more than 
a feeble allergy. A coérdination of the known facts 
leads us to conclude that tuberculin allergy is a reac- 
tion stimulated by a specific product of the tubercle 
bacillus body, an antigen which is potently liber- 
ated in the inflammatory foci under the influence of 
tissue reactions, probably by a process of lysis. 
After a checkup on these general conclusions with 
the pneumococcus, Dr. Zinsser concludes that bac- 
terial allergy becomes a simple immunological re- 
action in which characteristic development and typ- 
ical reaction depend upon an antigen which cannot 
be produced in its full functional activity except by 
the gentle biological process of lysis or antolysis. 

Dr. Zinsser then discussed allergy and rheuma- 
tism. From the fact that typical articular and peri- 
cordial exudates are usually sterile one may con- 
clude that while acute articular rheumatism and as- 
sociated conditions in their ultimate etiology are 
very probably bacterial infections, the actual condi- 
tion of the joints themselves is not the result of 
local invasion by these bacteria. One is then con- 
fronted with three possibilities. Either the joint 
conditions are the result of local invasion by an or- 
ganism not yet known or perhaps a filterable virus, 
or second, a toxic effect due to direct entrance into 
the joints of a bacterial poison, or finally, an al- 
lergic reaction following contact of a bacterial an- 
tigen with the joint tissues of a body specifically 
sensitive to this microédrganism. Causation by a 
specific toxin would necessitate the assumption of a 
single specific organism, which is inconsistent with 
the varieties of streptococci which have been 
isolated. 

On the subject of allergy and rheumatism Dr. 
Zinsser has done much recent work. Certain con- 
clusions he draws from the results. A definitely 
anaphylactic condition—serum sickness—is accom- 
panied by joint symptoms showing many analogies 
to articular rheumatism. Second, in acute articular 
rheumatism the joint fluids are usually sterile. Third, 
in animals following bacterial injection that develop 
joint lesions, the same is true. Last, experimentally 
it appears that the sensitiveness of joints can be 
demonstrated as to some extent parallel to general 
sensitiveness. Not only are these true, but the aller- 


gic explanation is consistent with the variety of or- 
ganisms that have been isolated and with the fre- 
quency with which exposures, etc., are associated 
with onsets of rheumatism. Therefore, Dr. Zinsser 
is led to the belief that the allergic explanation is a 
logical one for at least a considerable proportion of 
such cases and more consistent with clinical and 








N.E. J, 

tay i 4a 
im 
experimental facts than any other available ey. - 
planation at the present time. + 


STATED MEETING——APRIL 24 


A stated meeting of the Harvard Medica] Societ 
was held at the Peter Bent Brigham Hospital o, 
April 24, 1928, at 8:15 o’clock. The program 
arranged to celebrate the tercentennial of the publi- 
cation of Harvey’s “De Motu Cordis.” After the 
presentation of cases Dr. Harvey Cushing intrody ced 
Dr. Archibald Malloch, Librarian of the New York 
Academy of Medicine, and the speaker of the evening, 


The first case was from the medical service, anq 
presented by Dr. Fitzhugh. The patient wag a 62. 
year-old lady who came to the hospital because of 
loss of weight. She had been treated for diabetes 
for 15 years, and much of that time had been on a 
1500 calorie diet. During the last three years she hag 
lost 54 pounds. In the hospital on a diet of 2999 
calories she gained a [ittle. Physical examination 
showed a slightly enlarged heart, an umbilical her. 
nia, and both kidneys were palpable. She was pre. 
sented to show marked varicose veins which she gaiq 
she had had all her life. During each pregnancy 
they had enlarged, while in between times they were 
less uncomfortable. Twenty years ago she had a 
varicose ulcer on the right leg six different times, 
but none since then. Dr. Christian pointed out that 
since it was the veins and their valves which first 
led Harvey to his wonderful discovery, the presep- 
tation of this case was particularly appropriate, 


The second case was presented by Dr. Oljenick. 
The patient was a young girl who had been presented 
to the society some time previously,—a. case of bilat- 
eral cervical rib which was characterized by the ab- 
sence of neurological findings and by the presence 
of vasculomotor symptoms. On operation a curved 
incision was made along the upper border of the 
clavicle. The subclavian artery was not seen, nor 
even when the scalenus anticus muscle was divided, 
A fibrous band was found and when this was cut, 
the subclavian artery stretched out flat. It was firm 
and thrombosed. Ten days after operation a new 
nurse discovered a radial pulse which was feeble. 
It was a question of canalization of the thrombus 
or improvement of the collateral blood supply. Dr. 
Cushing, who did the operation, explained that he 
probably was mistaken about the thrombosis. The 
artery had not given the impression of having nor- 
mal circulation as soon as the constriction was re 
moved, but it is very possible, said Dr. Cushing, that 
there may have been a vasomotor constriction or 
that the long-standing constriction had prevented 
the vessel from immediately filling. 


Dr. Malloch pointed out that the celebration was 
for three anniversaries: the publication of Harvey's 
book in 1628, the birth of Malpighi in 1628, and the 
birth of John Hunter, the father of surgery, in 1728. 
He then gave a very graceful and beautiful account 
of Harvey’s life. 


William Harvey was the eldest of seven sons. Aft 
er being educated at King’s School in Canterbury, 
he received an M.D. from Padua in 1602, and an MD. 
from Cambridge in 1607. He married in 1604, but 
had no children. He began his work at St. Bartholo- 
mew’s Hospital, where he was appointed assistant 
physician in 1609. On the side he pursued his ane 
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tomical stduies and dissected eighty different species 
of animals. In 1618 he was appointed King’s physi- 
cian and served in that capacity for James I and 
Charles I. 

In 1616 he began his lectures in the College, the 
notes of which are still preserved in the British 
Museum. The lectures make many references to 
Aristotle, Galen and others with whom Harvey was 
thoroughly familiar. Nine pages of these notes dealt 
with the vascular system. In these he speaks of the 
circulation of the blood and the pumping action of 
the heart. In 1628 his book “De Motu Cordis” ap- 
peared. Why it wasn’t published sooner isn’t known. 
What first led Harvey to the idea of circulating blood 
was the existence of many valves in the veins, and 
in this book he takes up this aspect. He speculates 
on the origin of the heartbeat, but takes no account 
of the influences of the lungs and respiration upon 
circulation, though he is aware of the aid to circula- 
tion by muscular action. 


Dr. Malloch then gave a few of Harvey’s eccen- 
tricities, told of his being bothered by gout and sci- 
atica, and of his honorary M.D. from Oxford in 1645. 
Harvey refused the presidency of the college at Can- 
terbury at the age of 64, due to ill health and age. 
In 1656 he discontinued his lectures, and a few years 
later died, probably of cerebral hemorrhage. The 
returns from his estates, as provided by his will, 
were used to found a library, pay the librarian’s 
salary, and finally to establish a lecture to be given 
once a year. The first lecture was delivered in 1656 
and they have been continued since then. 

The meeting was well attended and made doubly 
interesting by lantern slides and an exhibit of some 
of the original works of Harvey. 





THE ANNUAL MEETING OF THE MIDDLESEX 
SOUTH DISTRICT MEDICAL SOCIETY 


At the regular Annual Meeting of the Middlesex 
South District Medical Society held April 18, the 
following officers were elected for the ensuing year: 

For President, Augustus W. Dudley, Cambridge. 

For Vice-President, Fresenius Van Nuys, Weston. 

For Secretary, Stephen M. Biddle, Cambridge. 

For Treasurer, Edward Mellus, Newton. 

For Commissioner of Trials, Edwin P. Stickney, 
Arlington. 

For Member of the Nominating Committee of the 
Massachusetts Medical Society, Edmund H. Stevens, 
Cambridge. 

For Alternate, Thomas M. Durrell, Somerville. 

For Censors, Charles F. K. Bean, Medford; Conrad 
Bell, Waltham; Norman M. Hunter, Hudson; Fred 
R. Jouett, Cambridge; John McLean, Somerville. 

For Orator, Arthur H. Ring, Arlington. 

For Councillors, District No. 1—Edmund H. 
Stevens, James W. Seaver, Willard A. Putnam, Hollis 
L. Seavey, A. C. Potter, John P. Nelligan, W. Stewart 
Whittemore. 

District No. 2—Clarence H. Staples, Henry J. 
Keaney, Fritz Walter Gay, Ralph W. McAllester, 

District No. 3—Frederick G. Smith, Charles ©. 
Mongan, Allen H. Blake, Walter T. Burke, Thomas 
M. Durrell, Charles F. K. Bean. 

District No. 4—Charles B. Fuller, Harold R. Webb, 
Fred A. Higginbotham, Henry Joel Wolcott. 





District No. 5—Edward A. Andrews, Francis G.! 





Curtis, Lewis H. Jack, Irving L. Fisher, Edward 
Mellus, Walter H. Crosby, Hartley W. Thayer, 

District No. 6—Dana F. Cummings, Cora E. Harri- 
man. 

District No. 7—Fresenius Van Niiys. 

For Auditors, Arthur N. Makechnie, Alvah C. Cum- 
mings, Josephine D. Kable. 

The report offered by the Committee appointed 
following the October, 1927, meeting to consider the 
question of recompense for hospitals and doctors in 
industrial and auto accident cases was accepted to- 
gether with accompanying resolutions. A question- 
naire was sent out in December, 1927, to the Super- 
intendents of hospitals in the industrial cities out- 
side of Boston and to about twenty towns. The area 
covered included hospitals serving from 65% to 75% 
of the industrial population of the State. 

Dependable information was obtained from fifty- 
seven hospitals. Only one of the thirty-eight indus- 
trial cities supporting a local hospital failed to re- 
turn a full or partial report. Twelve towns reported. 

Forty-nine hospitals classified insured patients as © 
private or semi-private. 

Some nine of ten other hospitals were consider- 
ing such action. Thirty-one favored uniting to 
charge a cost rate for hospital service. Thirty fa- 
vored uniting to refuse providing free medical serv- 
ice. Thirty-two reported on average per capita cost 
$5.06 per day. 

The meeting voted to indorse the principle of a 
cost rate for hospital service and a paid Medical 
Service for insured patients in charitable hospitals. 
It also voted to instruct the councillors of the dis- 
trict to unite in securing action by the State Society. 

Dr. Birnie, President of the State Society, was 
present and urged all members to attend the An- 
nual Meeting at Worcester in June. He also spoke 
concerning the proposed nevr home for the State 
Society and explained what it would mean in in- 
creased convenience and efficiency. 





CANCER MEETING UNDER THE AUSPICES OF 
THE BOSTON COUNCIL OF SOCIAL AGENCIES 


There were well over 100 social workers in attend- 
ance at the meeting held April 26 at Pilgrim Hall, 
14 Beacon Street. 

Mr. Kelso presided and introduced Dr. John C. A. 
Gerster, chairman of the Cancer Committee of the 
City of New York, who told how the New York can- 
cer program had been carried out and the success 
which had attended the efforts to interest the public. 
He stated that the support given by the press was 
most helpful, there having been more than 2000 
inches of newspaper publicity during the campaign. 

Urging the public to have complete physical exami- 
nations was supplemented by a leaflet telling what 
should constitute such an examination, and this leaf- 
let in turn was sent to the physicians to inform them 
of what their patients would expect. 

Over 1,000,000 pieces of cancer literature were dis- 
tributed through the public and parochial schools 
of New York. 

Talks in New York were limited to 20 minutes, 
but questions frequently took up over two hours. 
The Commission, he said, was necessary, as it usually 
takes three times as long to arrange for the meet- 
ings as for the actual time of the meetings. 


Miss Ora M. Lewis, of the Massachusetts General 
Hospital Social Service Department, gave a forceful 
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paper showing how the social worker ¢an help inter- 
pret the problems and direct the plans for social 
treatment. The workers were urged to have a right 
point of view and to instill hope and not fear into 
their patients, and under no circumstances to allow 
the patient to sit and do nothing. Finally the work- 
ers were urged to consider and make their work a 
privilege and not a mere duty and to individualize 
each case. 

Commissioner of Public Health, Dr. George H. 
Bigelow, followed with one of his unreportable talks, 
where paradox, startling statement, wit, and stun- 
ning blows follow each other with a rapidity that 
makes the audience sit on the edge of their chairs 
in their attempt to follow the speaker. His emphasis 
was on the need of well directed social work by the 
very best that the profession had to offer. He 
clinched the points made by Miss Lewis. At the 
same time he showed how clearly he appreciated the 
difficulties that the cancer problem presented to the 
social worker, the physician and the public health 
officer, not omitting to poke fun at himself and his 
associates. 


The meeting closed with a motion picture illus- 
trating phases of the cancer problem exceedingly 
well, a picture which should encourage anyone who 
feared he had cancer. 





MEETING OF THE HAMPDEN DISTRICT 
MEDICAL SOCIETY 


On April 24 at 4 P. M. the Hampden District Medi- 
cal Society held its annual meeting at the Hotel 
Kimball in Springfield. 

The newly elected officers are: President, Edw. P. 
Bagg, Jr., Holyoke; Vice-President, Dudley Carleton, 
Springfield; Secretary-Treasurer, H. L. Smith, 
Springfield. 

A description of the coming State meeting in 
Worcester was given by John M. Birnie, President 
of the Massachusetts Medical Society. 

Allen G. Rice read a paper on the Cerebrospinal 
Fluid System and Ernest L. Davis gave an illus- 
trated X-ray talk on the Developmental Defects in the 
Lumbo-Sacral Region. Dinner was held at 6 P. M. 





HARVARD MEDICAL SOCIETY 


The next regular meeting of the Harvard Medical 
Society will be held as usual in the amphitheatre of 
the Peter Bent Brigham Hospital, Tuesday evening, 
May 8th, at 8:15 P. M. The program follows: 

1. Presentation of cases. 

2. Management of simple obesity in an outpatient 
clinic. Miss Thelma Tubbs (30 minutes). 

3. Studies in experimental production of lung ab- 
scess. Dr. John E. Scarff (30 minutes). 


PercivAL BatLey, Secretary. 





MEETING OF THE NEW ENGLAND WOMEN’S 
MEDICAL SOCIETY 


This meeting will be held at the Harvard Medical 
School, Longwood Avenue, Warren Museum (centre 
building, top floor), Wednesday, May 9, 1928, at 8.00 
P. M. 

Dr. Myrtle Moore Canavan, Curator of the War- 
ren Museum, will speak on the “Need of Publishing 
Clinical: Material.” 








Dr. John B. Hawes, President of. the is 
tuberculosis Association, will give a brief a 
film relative to the “Early Diagnosis of Tuberculosis 
will be exhibited. 
Dr. Canavan will demonstrate the mug 
tions before and after the meeting veopest bess 
Refreshments will be served. 





ESSEX SOUTH DISTRICT MEDICAL SOCIETY 


The regular meeting of the Essex South 
Medical Society was held at the Essex Sanatorj 
April 11, 1928. At the clinical session held at f 
P. M., cases were shown illustrating different a 
of chest conditions. The clinical meeting wags toi 
lowed by the exhibition of moving pictures 
with tuberculosis and also several reels Showing th 
preparation of various sera and vaccines, 

A buffet supper was followed by a talk given by 
Dr. Raymond §. Titus of Boston on “Obstetrical 
Emergencies.” Attendance 55. 

Wm. T. Hopkins, Reporter, 





Annual Meeting of the Essex South District Med 
ical Society, Tuesday, May 8, 1928, at “The Tavern,” 
Gloucester. 

Speaker Willard C. Rappleye, M.D., of New Haven, 
Connecticut, Director of Study for the Commisgig, 
on Medical Education. Subject, “Medical Tra 
in Relation to General Education and Medical Pray. 
tice.” Ladies invited. Social hour and dancing wij 
follow the speaking. 





NORFOLK DISTRICT MEDICAL SOCIETY 


The Annual Meeting of Norfolk District Medica 
Society will be held at Hotel Kenmore, May 9, 19%, 
at 5:30 P. M. Business meeting at 5:30, dinner at §, 
Immediately following the dinner there will bea 
talk by Mr. E. E. Whiting of the Boston Herald. At 
the conclusion of Mr. Whiting’s talk the member 
will be entertained by Mr. Charles C. Gilman. 

The meeting is planned to be a real get-together 
and will be strictly non-medical. 

All members are urged to attend. 

F. S. CruicksHANK, Secretary. 

23 Bay State Road. 


> 
—— 


SOCIETY MEETINGS 


May 8—Harvard Medical Society. Detailed notice ap 
pears on page 602. 

May 9—Meeting of the New England Women’s Medical 
Society. Complete notice appears on page 602. 

May 10-11—Conference on Rheumatic Diseases. De 
tailed notice appears on page 472, issue of April 19. 

June 18-20—Meeting of the American Association for 
the Study of Goiter. See page 425, issue of April 12, for 
complete notice. 

June -18-22—Convention of the Catholic Hospital Asso- 
ciation. Complete notice appears on page 1597, issue of 
February 16. 

DISTRICT MEDICAL SOCIETIES 


Essex North District Medical Society 


May 3, 1928 (Thursday)—Censors meet for examination 
of candidates at Hotel Bartlett, 95 Main Street, Haver 
hill, at 2 P. M. 

Essex South District Medical Society 

May 3 (Thursday)—Censors meet at Salem Hospital 
for the examination of candidates at 3:30 P. M. 

May 8—Annual Meeting. Detailed notice appears 
page 602. 





Middlesex South District Medical Society 


May 3—Censors’ meeting. Detailed notice appears ® 
page 536, issue of April 26. 
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Norfolk District Medical Society 


May g—Censors’ meeting. Roxbury Masonic Temple, 


4P. M. 


May 9—Annual Meeting. Complete notice appears 


on page 602. 


Suffolk District Medical Society 


May 3—Censors’ Meeting. 

The Censors of the Suffolk District Medical Society 

will meet for the examination of candidates at 

the Medical Library, No. 8 The Fenway, Thurs- 
day, May 3, 1928, at 4 o’clock. 


Notices of meetings must reach the JouRNAL office on the 
Friday preceding the date of issue in which they are to appear. 











BOOK REVIEWS 


of Malignant Disease. 
Oxford University Press, 





The Surgical Treatment 
Sm Hotsurt J. WARING. 
1928. 


There has been a dearth of authoritative state- 
ments on the surgery of malignant disease other than 
the articles in the various medical periodicals. This 
book by Sir Holburt Waring is a very welcome ad- 
dition to the literature on this subject. 

The book is pleasingly written and with a number 
of excellent illustrations, a number of which are 
faithfully reproduced in color. Occasionally one 
meets the same illustration in two different locali- 
ties which, perhaps, is not as instructive as though 
different ones had been provided. One point which 
may be somewhat confusing to American readers is 
the use of the term “myeloma” as a synonym for 
giant cell tumor of bone. The mass of statistics 
taken from the St. Bartholomew’s Hospital records 
is of much interest and adds considerably to our 
statistical data. One very valuable feature is an 
excellent diagram of the lymphatic drainage of each 
portion of the body and the points at which metasta- 
sis may be expected. 

It is both surprising and refreshing to an American 
reviewer to find many references to American litera- 
ture which so frequently has been overlooked by 
Continental and British writers. 


The most interesting and perhaps the most val- 
uable chapter in the book is the first, devoted largely 
to general considerations. The author’s attitude 
throughout is conservative, and his knowledge ob- 
viously based on a very wide personal experience. 





Muscle Function, by W1LHELMINE G. WricutT (Boston) 
With a Foreword by J. Playfair McMurrich, Pro- 
fessor of Anatomy, University of Toronto. Paul B. 
Hoeber, Inc., New York 1928. 


The authoress, Miss Wright, has been in charge of 
the muscle re-education work in the large private 
clinic of the late Dr. Robert W. Lovett for over twen- 
ty years. A very unusual opportunity has been af- 
forded her to study muscle function. She has evident- 
ly made most thoughtful and intelligent use of this 
opportunity. Anatomists and physiologists usually 
study muscle function in normal subjects. Muscle 
function is complex and it is often difficult to isolate 
4 muscle and to evaluate its exact action as apart 
from the action of other members of its group or un- 
influenced by the action of its antagonists. 

The disease anterior poliomyelitis, or infantile par- 
alysis, may affect almost any of the muscles of the 
body and throw them wholly or partly out of func- 








tion. Dr. Lovett’s wide reputation has brought to his 
office large numbers of patients suffering from the 
effects of this disease. The peculiar opportunity which 
was thus presented to Miss Wright’s acute, highly 
trained mind is evident. She has studied literature 
thoroughly and assayed it critically in the light of 
her own observations. She is familiar with 
Duchenne’s great epochal work, “Physiologie des 
Mouvements” published in 1867, and with Beevor’s 
later Croonian Lectures. She accepts his theory of 
the synergists, but is often able to add new knowl- 
edge and to prove that some of Beevor’s and 
Duchenne’s observations were faulty. She comes to 
the conclusion, for instance, that a group of muscles 
designed for one movement and their sequence in that 
movement can both be altered if the need arises. 
When that group is disturbed as by an operative 
tendon transplantation, “it may, however, require 
much patient re-education before the newly arranged 
muscle functions securely.” This seems to disprove 
the old belief held by Beevor that muscles are always 
enervated functionally from one center in the central 
nervous system, 


The sections on the Principles of Muscle Action, 
Leverage, Two Joint Muscles, Antagonists, Group In- 
nervation and Timing are clearly written, easy to 
follow, and well illustrated. Her experiments to de- 
termine the exact action of individual muscles and 
muscle groups are ingenious and to us the conclu- 
sions which she draws from them are rational. 


Not the least valuable part of this small book of 
less than two hundred pages is the last twenty pages 
in which is given a list of the muscles and a descrip- 
tion of the movements in which each takes part. 

The book should be read and reread by every phy- 
sician having to do with muscle education (and what 
physician should not have to do with muscles) and 
by every physiotherapist and physical trainer. We 
know of no volume in English which offers such a 
compact, reliable and helpful book of reference in re- 
lation to muscle function. Miss Wright has made 
a real contribution. 





Physical Diagnosis. By CHARLES PHILILIPS EMERSON, 
A.B., M.D., Professor of Medicine, Indiana Univer- 
sity School of Medicine. Pp. 553. Philadelphia: 
W. B. Saunders Company. 1928. 


It is no simple task for an author to justify the 
addition of another text-book in the widely trav- 
ersed field of physical diagnosis. Such a book must 
have modernity, originality, a presentation appealing 
to the eye and mind of the student, and ‘numerous 
and excellent illustrations. All of these features are 
amply represented in this first edition of Dr. Emer- 
son’s. 

The usual arrangement is followed here, begin- 
ning with the general physical characteristics and 
body surface and then proceeding from the head to 
the extremities. These are all well covered, though 
the dermatologic section is sketchy being too ambi- 
tious in scope. The sections on the lungs and heart 
are particularly good. Notwithstanding the author’s 
introductory definition as “. examination 
through the use of the unaided special senses .. .”, 
there are many who feel that the graphic methods in 
studying cardiac arrhythmias are too important to 
be ignored and some space should be devoted to this 
subject. In this hey-day of periodic physical exam- 
inations a tabulated outline would be helpful. The 
bold faced type for points of emphasis and the nu- 
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merous diagrams and illustrations are excellent aids. 
‘This book manifests a broad and mature experience 
and should prove useful to students and practition- 
ers and I may add teachers of physical diagnosis. 





Bronchoscopy and Esophagoscopy. By CHEVALIER 
Jackson M.D., Professor of Bronchoscopy and 
Esophagoscopy Jefferson Medical College; Profes- 
sor of Bronchoscopy and Esophagoscopy, Graduate 
School of Medicine, University of Pennsylvania. 
Second Edition, Reset. 


The text of the edition is essentially the same as 
that of the first édition published in 1922, but in 
addition there are numerous diagrams and illustra- 


**’tions, many of which are reproductions of the au- 


thor’s most excellent colored drawings. 

The author presents a very full description of dis- 
eases occurring in the larynx, bronchial tree, the 
esophagus, and stomach which can be diagnosed and 
successfully dealt with by modern endoscopic meth- 
ods. 

In reading the book one becomes impressed with 
the truth of Lilienthal’s teaching as quoted in the 
author’s introduction that the scope of bronchoscopy 
is rapidly widening from the mere extraction of for- 
eign bodies to the diagnosis and therapy of many pul- 
monary lesions, such as: abscess of the lung, tumor 
of the lung, bronchial narrowing, bronchial ulcera- 
tion, mapping of the bronchial tree, for roentgen ray 
demonstrations, and localization. 

Statistics quoted by the author include twelve hun- 
dred sixty-nine diagnoses of Cancer of the Esophagus 
made by seventy-eight Esophagoscopists in the 
United States, in which the diagnosis was correct in 
ninety-two per cent, inconclusive in five per cent and 
incorrect in three per cent. Not in one case was 
there a fatality due to a diagnostic esophagoscopy 
or to the taking of a specimen. 

The book serves admirably to awaken the med- 
ical profession to the possibilities of widening the 
scope of diagnosis and treatment of pathological con- 
ditions through the aid of this hitherto comparative- 
ly little known and trusted specialty. It should be 
found not only in the library of the specialist but 
also on the book shelves of the general practitioner. 





Pharmacotherapeutics. Materia Medica and Drug 
Action. By Sortomon Sotis-CoHen, M.D., AND 
Tuomas STOTESBURY GITHENS, M.D. D. Appleton 
and Company, New York, 1928. 


This is a comprehensive, almost encyclopaedic 
work on its subject. The authors note in the preface 
that, although modern advances have given us many 
effectual methods of treatment other than drug treat- 
ment, still much can be done by means of drugs that 
cannot be done without them. Accordingly they have 
collected and set forth, in this volume of 2009 pages, 
what seems to be the sum total of present pharma- 
cologic knowledge. Few, if any, medicinal sub- 
stances, official or non-official, are omitted. For each, 
in addition to the Chemistry, Summary of Actions, 
Uses and Materia Medica, there is given in more ex- 
tended form the Antipathogenic Action (if any), the 
Pharmacodynamic Action and the Therapeutics. 
Empirical uses are given due credit; some are de- 
scribed as employed but without definite recom- 
mendation. 

The book, as a whole, leaves a somewhat confused 









impression from the vast amount of ma 
cluded and from a certain lack of incisivenegg 

descriptions. As a source of information upon 
more important drugs it cannot be representeg 
superior to certain other text books. It will,‘ how. 
ever, prove of value to those who wish to 
what is known as to less familiar drugs, since jt 
contains much that is not to be found elsewhere _ 
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